


iCE 


des 
the 

of 
nt- 
. of 


or ” 
was 
pal 


nce 
: of 
ted 
ist- 


» it 


tly 


an - 








ARIZONA STATE MEDICAL ASSOCIATION 
EL PASO COUNTY (TEXAS) MEDICAL SOCIETY 


Southwestern Medicine 


OFFICIAL ORGAN OF 


NEW MEXICO MEDICAL SOCIETY 
THE SOUTHWESTERN MEDICAL ASSOCIATION 





Vol. XXII. 


EL PASO, TEXAS, AUGUST, 1938 No. 8 





Psychiatric Complications Frequently Encountered In 
General Practice* 


FRANKLIN G. EBAUGH, M. D. 
Denver, Colo. 


HE practising physician encounters far too 

many psychiatric problems in his daily work to 
permit him to refer all of them to the specialist 
in mental disorders, nor is this necessary, pos- 
sible, or desirable for many of the more common 
problems to be discussed. We believe that a 
planned study of the personality factors involved 
in psychiatric disorders greatly enhances the 
likelihood of successful therapy, although we all 
know of highly gifted clinicians who deal more or 
less successfully with many of them without this 
aid. Everyone agrees that emotional, social, situa- 
tional and kindred factors may cause complica- 
tions in any somatic illness, but without some 
systematic knowledge it is difficult to deal ef- 
ficiently with the mass of facts accumulated by 
investigation. As an aid to the practitioner or 
specialist in other fields we recommend the out- 
lines for investigation of the past history, the 
family situation and heredity, the origin and de- 
velopment of the present illness, the underlying 
personality of the patient and the specific symp- 
toms and signs of the various reaction types 
which may be found in any of the standard text- 
books of psychiatry. In this presentation I shall 
confine myself to a few of the psychiatric dis- 
orders most commonly encountered in the general 
practice of medicine. 

ANXIETY 

The group of symptoms composing the so-called 
“anxiety syndrome” was first described and named 
by Hecker in 1893, but was not generally rec- 
ognized in this country until after the war. It has 
been known by many misleading terms such as: 
“disordered action of the heart,” “D. A. G.,” “ir- 
ritable heart,” “nervous heart,” “effort syndrome,” 
“soldier’s heart,” “neurocirculatory asthenia.” and 
“functional cardiovascular disorder.” 

The picture presented varies in the number, 
character, and intensity of the subjective and ob- 
jective symptoms, according to the underlying per- 
sonality structure of the patient. Naturally the 
manifestations of anxiety will be different in a 
psychoneurotic anxiety state than in an “anxiety 
state” which merely colors an underlying depres- 
sive or schizophrenic reaction. The basic disorder 
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may also be due to brain destruction from head 
injury, paresis or arteriosclerosis. The anxiety 
may be associated with, although not directly 
caused by, some physical disease such as tubercu- 
losis, diabetes or pernicious anemia. It always oc- 
curs in an individual who is inclined to be tense 
and uneasy, with rather sudden transient attacks 
varying in duration from a few seconds to an 
hour, and associated with palpitation, precordial 
discomfort, perspiration, difficulty in breathing, 
weakness, giddiness and even fainting. Although 
the symptoms mentioned obviously suggest disease 
of the various systems the physician can elicit the 
presence of the anxiety, i. e., a fear of danger 
from within, a fear of illness or death, or only a 
feeling of uneasiness or impending danger. Through 
further questioning he will obtain information re- 
garding difficulty in sleeping, anorexia, easy fa- 
tigue, or headache, often of the “band around the 
head” variety. We also find that the patient may 
be irritable, restless, losing weight, not feeling fit, 
or worried wthout knowing what or why. A sub- 
jective feeling of being cold and unable to warm 
up is fairly frequent. Direct examination reveals 
ordinarily a tense, restless, uneasy, apprehensive 
person w:th cold clammy hands and feet, dry 
mouth, and labile pulse and blood pressure which 
are normal when the patient is asleep. The heart 
tends to hyperactivity with an occasional extra- 
systole, the colon may be tender to palpation, and 
the muscle and tendon reflexes frequently are 
hyperactive. In the series mentioned this syndrome 
occurs most often between the age of 21 to 25 and 
36 to 40 years. The following table, worked out by 
Pr. Billings of the Psychiatric Liaison Department 
of the University of Colorado School of Medicine 
and Hospitals, will be of value in differentiating 
between hyperthyroidism and the “anxiety syn- 
drome’”. 

In treating a patient with an “anxiety syn- 
drome” it is important to avoid the pitfalls of tell- 
ing him that he should stop worrying, or that 
nothing is wrong, since he is unable to stop think- 
ing about his trouble, and knows quite definitely 
that something is wrong. Neither is it profitable to 


say that the heart is in good condition and imply 


*Read before the Arizona State Medical Association, Tucson. 
Arizona, April 21, 1938. 











Symptoms and signs. 


I. SUBJECTIVE SYMPTOMS: 
1. Thermal r 
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TABLE 1..—_A FEW DIFFERENTIATIONS BETWEEN HYPERTHYROIDISM AND ANXIETY* 
Hyperthyroidism 


Hest intolerance 
2. Drive and energy.._............(Drive 4) Easily 
(Energy 4) exhausted 
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Anxiety states 


Cold intolerance 
(Drive 1) Constant 
(Energy O) Fatigue 


i Te Decreased 
II. OBJECTIVE SIGNS 
1. Weight ...... Initial gain; loss No gain;loss 
2. Motility Fine tremor Coarse tremor 
c . = Velvety and warm Cool and moist 
4. Pulse rate 90 or more Variable; usually less than 90; NORMAL 
5. Pulse pressure Increasedt when at ease or asleep 
6. Heat production .. Increased No change 
7 Bw. MR. Constantly 20 or more Erratic; usually normal 
8. Blood cholesterol Decreased (normal 200) Normal. 








*Prepared by Edward G. Billings, M. D., Colorado General Hospital. 


+Due to fall of diastolic pressure. 


that it is not by giving advice regarding exercises 
or prescribing tonics. Pseudo-explanations, such 
as saying that the precordial sensations are due 
to gas in the stomach pressing up the diaphragm 
and crowding the heart, are also to be avoided, 
for any suggested treatment which does not deal 
with the actual etiology of the disorder will cause 
the patient to wander about seeking help, or dis- 
courage him further and thereby increase his de- 
pression, hypochondriasis and invalidism. The phy- 
sician must be prepared to spend sufficient time to 
be sure of the diagnosis and of the actual develop- 
ment of the illness in that particular patient. This 
demand discourages some physicians since they feel 
that this procedure is too time-consuming. If, how- 
ever, one balances the hour and a half required 
for a systematic examination, which will facilitate 
and shorten subsequent treatment interviews, 
against the many hours wasted in discouraging 
glandular and sedative medication, it will be seen 
that the long initial interview is entirely worth- 
while. The anxiety and associated symptoms must 
be thought of as an expression of dysfunction of 
the whole person, and treatment should be directed 
against those factors which are the cause. Pain- 
staking effort should be made to rule out any pos- 
sible physical disease by taking a careful history, 
making a complete physical and laboratory ex- 
amination, and studying the possibilities in the 
differential diagnosis. Then the environmental 
factors are examined. If, by changing occupation 
or home situation one can relieve the distress, it 
is obvious that these steps should be taken. If the 
cause is rooted in some malfunction of the per- 
sonality, the complaints are studied in great de- 
tail in relation to the person who offers them, The 
serial picture obtained by intimate acquaintance 
with the patient’s problems, assets, liabilities, and 
goals suggest specific treatment measures for that 
individual. The general types of these measures 
are known as aeration or ventilation, suggestion, 
reassurance, desensitization, and reeducation. 

A few useful sedatives and hypnotic drugs should 
be discreetly employed only as a “crutch” along 
with other adjuncts (hydrotherapy, packs, and 
exercise) to help establish rapport and to break 
the vicious cycle of fears. As in depressions with 
tension, we have found that barbital in doses of 
1 to 2 grs given 2 or 3 times daily, is the most 
useful drug. Spastic constipation will be improved 





by Tr. belladonna (minims v-xii, t.i.d.), together 
with a regular diet and mineral oil. Hydrotherapy 
is extremely useful for relaxation and improves 
muscle and skin tone and general metabolism. It 
may consist of neutral tubs of 1 hour’s duration 
given twice a day, or shower-baths employing both 
warm and cold water at varying pressures, or cold 
wet packs. : 

It is important to remember that psychotherapy 
begins with the entrance of the patient into the 
doctor’s office. The long initial interview usually 
has a decidedly beneficial therapeutic effect, be- 
cause it instils confidence in the patient and points 
out definitely the prospect of relief. Much of the 
ease with which a case will resolve itself depends 
upon the rapport established between the physician 
and patient, and the early understanding which 
the patient gains of himself. With adequate ex- 
amination and explanation the majority of anxious 
patients will usually be able to see the real nature 
of their illness. If the physician will explain the 
relation of the symptoms to the underlying fears 
by giving common examples of visceral participa- 
tion in emotional states such as anger, fright, or 
excitement, the patient will not concentrate his 
complaint upon the palpitation, precordial dis- 
tress, shortness of breath, weakness, and so on. 
These symptoms become understandable mani- 
festations of emotions which are common to all 
humanity. They are not disregarded as “imagi- 
nary” and therefore not respectable. When ex- 
plained in a rational manner as the natural 
physiologic concomitants of an emotional state 
they lose their ominous significance as the pos- 
sible forerunners of a dreaded “insanity.” The 
diarrhea of soldiers during an attack; the polyuria 
during contests or examinations; the palpitation, 
perspiration, and choking, at sudden fright are 
common examples. 

In view of the complexity of a patient’s per- 
sonality and his experiences it will usually be 
found that multiple factors are responsible for his 
illness, Situational factors dominant in the pro- 
duction of the illness must be altered if possible. 
Frequently, however, the patient must be taught 
to accept inevitable handicaps to modify his at- 
titude toward them so that they are not active 
sources of conflict. He should be kept at his regu- 
lar work if possible. When necessary the aid of the 
family should be enlisted, so that detrimental bar- 
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riers to treatment may be removed. If the patient 
is unduly concerned or insecure about his work, it 
may be helpful to explain the nature of his illness 
to the employer so that the latter may lend sym- 
pathetic assistance. “Anxiety states” are eminently 
treatable, and the simple measures outlined above, 
when used with foresight and persistence, bring 
about a recovery in the great majority of cases. 
DEPRESSION 

One of the most common psychiatric disturb- 
ances seen is that of depression, which composes 
approximately 10% of the cases admitted to the 
hospital (Colorado Psychopathic), and 20% of the 
cases seen by the Psychiatric Liaison Department 
(Colorado General Hospital). By depressions we 
mean those changes in mood varying from slight 
feelings of discouragement, sadness, futility, “the 
blues,” to the major affective disorders which con- 
stitute separate clinical entities; involutional mel- 
ancholia, endogenous depression associated with 
arteriosclerosis, manic-depressive psychoses, psy- 
choneurotic depressions, and depressions in reac- 
tion to situations such as death of a loved one, 
financial loss, illness, personal defeats, or long con- 
tinued stress and strain. We are all acquainted 
with the manifestations of the slightly depressed 
mood; with increased depression we see a growing 
aversion to activity, a stooped posture and de- 
jected facial expression with wrinkled brow and 
drooping mouth. Spontaneity of speech is lost, 
the tone of voice is low and replies to questions 
are condensed as much as possible. Ordinary 
movements are performed only with heightened 
effort and more slowly than is usual. Answers to 
questions are delayed. The patient likes to be left 
alone, and expresses in various ways that he is 
downhearted, miserable, different from other peo- 
ple, lacks interest and is unable to think or act 
in the customary manner. He may complain of 
headache, dullness, confusion and inability to 
think, as well as of constipation and other gastro- 
intestinal complaints, insomnia (especially of the 
early-morning-waking-type which is very char- 
acteristic of this disorder), and loss of taste and 
appetite. Vague generalized somatic complaints re- 
ferable to all organ systems suggest the presence 
of somatic delusions. In severe cases the patient 
will complain of feeling unreal or floating away, 
and of disordered function of various organs. If 
such delusions are present it is important that 
an expert consulting opinion be obtained, for a 
serious schizophrenic reaction may be ushered in 
by an initial depression with vague hypochondria- 
cal complaints. In contrast to the toxic-organic 
disorders which are to be discussed later, we find 
that the sensorium of the depressive is only af- 
fected by the retardation. He is usually well 
oriented for time, place, person and situation; 
memory, retention and recall, counting and calcu- 
lation, reading and current knowledge are not 
intrinsically impaired. Study of the complaint 
often suggests some degree of insight on the part 
of the patient. At times the depth of the delusions 
interferes markedly with judgment, as when ideas 
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of personal wrong-doing, unworthiness, self-accu- 
sation, etc., are prominent. Paranoid delusional 
trends may be present. Often the mood is one of 
“impure” depression, i. e., mixed with feelings of 
perplexity, irritability, petulance and suspicious- 
ness. The most common admixture is that of ap- 
prehension with depression. Feelings of restless- 
ness, tenseness, being under a strain, and un- 
easiness are indicative of a state of “tension.” 
Tension, depression and anxiety are frequent con- 
comitants of somatic disease and should be treated 
by the practitioner with the same care that he de- 
votes to the primary organic disease. 

Before discussing details of treatment an ex- 
tremely important topic must be considered, that 
of the prevention of suicide. It is the obligation 
of every physician to watch for it and to employ 
preventive measures. Any patient with depressive 
tendencies should be regarded as a suicidal] risk. 
Dr. Ruth Fairbanks made an investigation of 100 
cases who attempted suicide and found that 73% 
were depressives; while paranoid states, psycho- 
pathic personality, general paresis, epilepsy, chro- 
nic invalidism and recurrent manic excitement 
were represented by comparatively small ratios. A 
study of the case histories showed that the ap- 
parent motive for the suicidal attempt in a ma- 
jority of the cases was a feeling of frustration or 
failure. A fear of insanity was often prominent, 
especially in cases in which there was a family 
history of mental illness. The frequent occurrence 
of suicides, depressions and alcoholism in the fam- 
ily histories was given special mention by the au- 
thor. The attempt to escape from delusional per- 
secution as well as from intolerable life situations 
were motives in a considerable number of these 
cases. The following danger signals may give the 
physican hints of a potential suicidal attempt: 
when the patient shows a definite tendency to 
self-condemnation and expresses feelings of fu- 
tility, talks about the burden he is to his family 
and friends, desires to make a will, or desires to 
“get out of it all,” the physician should employ 
special precautions such as having someone in 
constant attendance, removing all sharp instru- 
ments, medicines and drugs, and as far as pos- 
sible, ropes, cords, etc. Previous attempts are to 
be regarded as serious indicators since it has been 
shown statistically that such patients are especially 
dangerous, in spite of the myth that unsuccessful 
attempts are prophylactic. A patient, who is ob- 
viously tense, restless, worrisome, who attempts to 
pull away from attendants, or who shows over- 
eagerness to join in activities outside of the house 
should be carefully watched. This can best be done 
in hospitals which are prepared to take care of 
such problems. An inexperienced personnel is 
totally inadequate to cope with the cleverness of a 
determined suicide. The physician in charge must 
employ special caution in determining when close 
surveillance should be relaxed. This is a very dif- 
ficult question since treatment demands that re- 
strictions should be as few as possible to avoid 
unnecessary rebellion on the part of the patient, 
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and that occupational and other interests should 
be stimulated. Yet it is well known that many pa- 
tients commit suicide during the convalescent 
period when there is every reason to believe that 
they are improving. Occasionally it seems as if a 
depressed patient will decide upon suicide and 
having made the decision is freed from many 
worries and therefore appears to be recovering 
rapidly. The experienced physician will not be 
deluded by this too rapid change and will increase 
rather than decrease his vigilance. The special 
care of suicidal patients is a fascinating problem, 
and at the present time there is a growing body 
of informative literature on the subject. The per- 
severing physician will be well rewarded for his 
pains, since affective disorders usually improve. 
The decision as to whether a given patient 
should be treated as a potential suicide is not only 
most difficult but of the greatest importance. 
Many depressed neurotic patients consider or even 
speak of suicide by way of “escape,” without seri- 
ously contemplating it. Here the physician must 
assume some responsibility in minimizing suicide- 
preventive measures, as their unnecessary use will 
seriously handicap the patient’s recovery. 


In general, whether a patient is suffering from 
a depressed mood secondary to another disorder 
or whether there is a “true” depression present, 
the patient should be placed in the most neutral 
environment possible, and protected against such 
annoyances as would increase the depression. 
Visits should be limited and carefully observed, 
since relatives often make futile attempts to cheer 
up the patient, or deliver very ill-considered and 
harmful advice on how to “snap out of it.” Ex- 
hortations and arguments are especially to be 
avoided, Only short, cheerful, reassuring visiting 
should be allowed. In acute phases the physical 
surroundings should be as comfortable, quiet, and 
non-stimulating as possible, in order to guard 
against the formation of delusions. Probing or in- 
vestigative psychotherapy should be avoided. In- 
terviews with the physician should be limited to 
short visits during which the patient should be 
made to feel that all his questions will be an- 
swered and that his illness is thoroughly under- 
stood. Very simple reassurance that mood disorders 
run their course and that the concomitant phy- 
sical complaints are only a part of the emotional 
state is the foundation stone upon which the psy- 
chotherapy is built. As far as circumstances and 
the patient’s intelligence permit, he should be 
cautiously “re-educated” as to his mental state 
and the damage of recurrences thereby diminished. 
As the patient shows increasing responsiveness to 
those talks, the range of activity should be in- 
creased in keeping w:th the abilities of the patient. 
It is important to remember that increasing 
privileges too rapidly, premature transfer from a 
comparatvely neutral environment to a more stim- 
ulating one, or sudden withdrawal of sedatives 
without first tapering down the dose may cause 
the patient to relapse. A depressed patient is ex- 





August, 1938 


tremely critical of himself, and if he is encouraged 
to do more than he is able he will condemn him- 
self for his failure, confirming the strong self- 
deprecatory trends already present. The danger 
of “probing” interviews, or the obtaining of “con- 
fessions” by strong urging has been mentioned; 
an insecure person may react with panic or re- 
sentment if the physician insists on penetrating 
his defense. In the latter case, the patient may 
need a transfer of physicians in order to carry 
on the therapy. The tactful physician will en- 
courage spontaneous discussions with the patient, 
utilizing the patient’s initiative and interest as 
much as possible and avoiding painful or tabooed 
subjects until the depression clears up sufficiently 
to permit investigation. The material covered in 
these short reassuring interviews should be noted 
by the physician in order that it may be employed 
in future reconstruction of the development of the 
illness. The patient often gives extremely valuable 
leads to the sources of his preoccupation if the 
physician is willing to listen. Implicit in the pa- 
tient-physician relationship is a mutual exchange; 
the patient gives his trust and confidence in the 
hope of receiving help; the physician should return 
reassurance and constructive formulations which 
will help the patient to meet his problems better 
from day to day. It is futile to attempt too much 
at one time since the depressed patient cannot 
appreciate his assets and will over-emphasize his 
liabilities. With the lifting of the depressed mood, 
the physician can gradually introduce the topics 
of etiologic importance and begin such casual 
therapy as seems necessary or desirable. 


The question of when to hospitalize the de- 
pressed patient is a highly individual one. Many 
mild depressions are being successfully handled 
through office interviews all over the country. 
The physician must realize his responsibility, how- 
ever, and insist upon hospitalization 1, when he 
detects a potential suicide, 2, when the patient’s 
environment mitigates against recovery, 3, when 
the patient is in danger of establishing a narrow, 
stereotyped behavior pattern (so-called “rut” 
formation), and 4, when the patient becomes a 
severe nursing problem requiring special attention 
to safeguard his health. 


In the hospital, the activities of a patient can 
naturally be much better controlled than at home. 
In both places, however, monotony, fatigue and too 
great expectations are to be avoided. Since the 
rhythm of a depression varies, the patient may be 
encouraged by allowing him to do more on the 
days when he is feeling better, but these rhythms 
must be carefully explained in advance so that the 
patient will not be unduly discouraged when he 
finds himself unable to live up to yesterday’s per- 
formance. He should be reassured, during the de- 
pressed periods, of eventful recovery. We find that 
walks, easy handicraft projects, reading of ex- 
tremely light fiction, and superficial conversation 
are desirable for the more depressed periods. Card 
games, chess, dancing, athletic games of all types 
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including lawn tennis, golf, croquet and the in- 
door competitive games can be utilized for the less 
depressed periods. Naturally the preferences of the 
individual patient are consulted in planning his 
daily activity. Rest periods should be provided but 
the patient should not be allowed to increase these 
without supervision, since ruminations are fos- 
tered by solitary inactivity. 

Depressive patients and their relatives often ask 
the doctor about the value of travel. Patients in 
a “rut” formation may benefit by a change of 
scene; but, in general, experience shows that the 
depressed patient is accompanied by his illness re- 
gardless of his surroundings. The physician must 
have the courage to stand out against such sug- 
gestions and recommend real treatment. On the 
other hand, it must be recognized that under 
favorable conditions of companionship, finances 
and the patient’s temperament or improving 
course, change of scene may prove to be a valu- 
able therapeutic aid. 

Close attention must be given to the physiologic 
functions of eating, digestion, elimination and 
sleep. Weight charts should be kept; nutrition may 
be maintained by urging the patient to eat or by 
employing spoon-feeding if necessary. Tonics for 
the stimulation of the appetite may be employed. 
Mild cathartics and laxatives are preferable to 
enemas since the latter may encourage preoccupa- 
tion. Depressed patients often have an accompany- 
ing sleep difficulty usually of the early-morning- 
waking-type. A warm sedative tub of 1 to 2 hours’ 
duration in the evening is often helpful in re- 
lieving this condition. If tension phenomena ac- 
company the depression, small doses of barbital 
given at those times throughout the day when the 
tension and depression are at their height are a 
great aid. We have found barbital, gr. 1, to gr. 
2% given 2 to 4 times a day very useful, although 
other barb:turic acid derivatives may be substitu- 
ted. Larger doses may lead to dullness, headaches 
and other subjective symptoms which add to the 
patient’s confusion and feelings of inadequacy. 
Paraldehyde is excellent for immediate effect, but 
its vile taste and the prolonged odor surrounding 
the patient makes it impractical for the treatment 
of mild depressions. We do not encourage the use 
of bromides since uncontrolled ingestion leads to 
toxicity, especially in patients with systemic dam- 
age. It is often necessary to explain in detail to 
patients that the medicines being given them are 
not narcotics, and will not cause true addiction 
with the well-known withdrawal symptoms. We 
keep in mind, however, that there is a very real 
“psychic dependence” which is seen in those people 
with personality disorders who are helped to es- 
cape disagreeable realities by the use of a drug. 
Chronic alcoholism may be cited as an example 
of this condition. The physician is responsible for 
the complications following the use of drugs pre- 
scribed by him. He should recognize the toxic 
symptoms accompanying prolonged usage or over- 
dosage. To aid physicians in their effort to pre- 
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vent self-medication we believe that all these 
drugs should be sold only on a physician’s pre- 
scription. Some states have laws regulating the 
sale of such drugs, but much more public educa- 
tion is necessary in order to obtain complete 
control. 

Drugs are best administered in capsules, so that 
the identity and amounts are concealed and can 
be changed without comment from the patient. 
The dosage should be reduced frequently in a con- 
sistent attempt to make the patient independent 
of his “crutch.” It is desirable that patients who 
are in the hospital be independent of sedative 
medication before they are discharged. 

My time is too short to discuss many other spe- 
cial treatment problems in connection with the 
depressions. If the principles laid down are utilized 
to the best advantage, the practitioner will find 
that he is able to handle these cases with more 
assurance and with greater success. 

TOXIC REACTIONS 

Although in a series of cases seen at the Colo- 
rado General Hospital and Dispensary by the Psy- 
chiatric Liaison Department (Dr. E. G. Billings) 
the percentage of delirious reactions including 
those due to alcohol, drugs and somatic diseases 
was only 3.3%, there is reason to believe that the 
general practitioner sees a goodly number of them. 
The disorders complicating other diseases have re- 
ceived many names such as symptomatic psy- 
choses, the toxic-organic reactions, the erogenous 
reaction types, the dysergastic reaction types (A. 
Meyer), and mental symptoms in somatic ailments 
(C. M. Campbell). 

The delirious reactions are characterized by 
disorientation, hallucinations and a predominating 
affect of fear; they are closely connected with 
somatic conditions in that they are dependent 
upon, or associated with, intoxications by drugs 
or poisons, nutritional disturbances, circulatory 
phenomena and metabolic disorders. These dis- 
turbances produce temporary brain changes which 
are in the nature of edema or the obscure con- 
comitants of fever and acidosis. The occurrence 
of delirium should not be considered merely in- 
cidental to the principal disease picture. It is a 
complication that may, and in a great percentage 
of cases does, interfere with the treatment of the 
presenting clinical problem. To say the least, it 
increases the suffering, prolongs the duration of 
the illness, and may necessitate special hospitaliza- 
tion of the patient; it may even be a disorganizing 
factor of such magnitude as to produce chronic 
invalidism and incompetency. The delirious pa- 
tient, befuddled, disoriented, hearing threatening 
voices, misinterpreting situations, overwhelmed by 
misgivings and fear and given to action, is in acute 
danger of injuring himself and even of losing his 
life by jumping from a window. A very large per- 
centage of deliria either are preventable or can 
be ameliorated if recognized early. 

The delirious reactions are characterized by: 

1, Clouding of consciousness and drowsiness; 2, 
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Partial or complete disorientation leading to a 
state of bewilderment; 3, Dream-like or night- 
mare-like imaginative experiences when awake, 
with a tendency to misinterpret the situation in 
keeping with the haziness and fearfulness; 4, Oc- 
currence of vivid hallucinations and illusions of 
sight, hearing, tactile sensibility and position; 5, 
Frequently changing position; 6, Affect of fear and 
suspicion. 

Etiologically the deliria may be grouped as 
follows: 

1, Those due to exogenous toxins or poisons such 
as alcohol, opiates, bromides, barbiturates, and so 
on: 2, Those due to chronic cachetic states; 3, 
Those due to malnutrition, deficiency diseases 
(pellagra, avitam‘nosis, and so on) and metabolic 
disorders (hyperthyroidism, uremia, exhaustion 
states); 4, Those occurring as a part of an “or- 
ganic reaction” such as in paresis or cerebral 
arteriosclerosis. 

The general facts relative to a delirious reaction, 
as elicited on indirect examination (history of ill- 
ness from all sources), reveal that the onset of the 
condition usually is quite sudden and frequently 
makes its appearance at night, or when the pa- 
tient’s surroundings are changed. This onset is 
characterized by objective evidence that the pa- 
tient is misinterpreting sounds, conditions and oc- 
currences in his environment, has dream-like fan- 
cies and hallucinations and is partially or com- 
pletely disoriented. The hallucinations usually are 
vivid and most frequently involve vision and hear- 
ing, although the skin may also be involved. If the 
above-mentioned features are not foremost, then 
the restlessness of the patient, his tendency to 
leave his bed and wander away and his reaction 
of annoyance, irritation, or fright may signa) the 
beginning of such a reaction. 


TREATMENT OF TOXIC PSYCHOSES 


It can be seen from the foregoing that the 
treatment of the toxic psychoses requires knowl- 
edge of the whole domain of general medicine. 
Naturally, the specific therapeutic measures will 
be dictated by the type of infection or poisoning 
which is the basis of the psychosis. There are, how- 
ever, certain general principles, which are appli- 
cable in the majority of cases: 


1. Careful eliminative procedures are funda- 
mental. Among these are catharsis, colonic irri- 
gations, gastric lavage, attention to the fluid bal- 
ance of the body and urinary excretion, and pro- 
motion of elimination via the skin. 

2. An attempt should be made to control infec- 
tion, if it is present and to eliminate foci of in- 
fection. Surgery often is required for the removal 
of infection and for the treatment of hyperthy- 
roidism. Roentgen ray and radium may also prove 
of value. The administration of serums and vac- 
cines may help to secure immunity against infec- 
tious states. 

3. The efficiency of the “support systems” 
should be bettered. For instance, cardiac stimu- 
lants and regulators should be utilized in case of 
actual or even threatened cardiac decompensation. 

4. Dehydration and acidosis must be minimized 
and controlled. Routine dietetic and tonic treat- 
ment is required in the management of the ma- 
jority of psychoses of this group. Transfusions are 
indicated if the hemoglobin value is below 50%. 
They are extremely valuable and may be life- 
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saving in hemorrhage, shock, certain poisonings, 
especially carbon monoxide, infectious diseases and 
severe secondary anemias. 

5. If cerebral edema is present, spinal drain- 
age and the cautious intravenous administration 
of hypertonic solutions, preferably 5% saline or 
50% glucose, are indicated. 

6. Sedation and its proper application with full 
appreciation of its dangers is important. Sedatives 
are of value in that they enable the patient to 
rest, but they should never be given for the sake 
of convenience in nursing care. Hydrotherapy 
and/or chemical sedation may be employed. 

Of the hydrotherapeutic measures, the most 
helpful is the continuous or neutral tub. The tem- 
perature of the water should range from 97.6° (in 
case of hyperpyrexia) to 99° F. Care must be taken 
to keep the temperature in the tub room constant. 
The patient may be kept in a continuous tub for 
1 to 24 hours without difficulty. The time element 
is solely dependent on the effect desired and the 
patient’s physical status. The delirious patient’s 
vegetative nervous system usually is unstable dur- 
ing his acute illness, and, therefore, shocks in the 
form of cold water must be avoided. Packs usually 
are contraindicated because the restraint involved 
promotes fear. 

No hypnotic drugs should be given the patient 
during the day, but they are permissible at night 
when he is more apt to be disturbed. The type 
used depends on the type of delirium and the toxic 
agent causing the disorder. In general, a auickly 
acting, rapidly metabolized and rapidly elimina- 
ted drug, such as sodium amytal or paraldehyde 
is indicated. The hypnotic should be given in a 
large enough dose to cause sleep and should be 
administered before darkness, since the latter is 
prone to increase the patient’s disorientation and 
fear. In beginning deliria, continuous sedation for 
a short time is helpful in preventing a prolonged 
reaction. 

7. Careful consideration and active treatment 
of avitaminosis. 

8. The nursing care is worthy of a great deal 
of careful consideration and requires understand- 
ing and skill. The patient must continually be re- 
assured as to the intentions of the nurses and phy- 
sicians. Furthermore, the management of the en- 
vironment with the elimination cf disconcerting 
shadows, sounds, and movements is necessary for 
the comfort and progress of the patient. He should 
be safeguarded from accident and suicide during 
the acute manifestations of the psychosis. 

9. The verbal productions of the acutely ill pa- 
tient may be of the greatest value in effecting an 
adequate personality adjustment, when the acute 
episode is past, and, therefore, should be noted 
carefully. This is particularly important in the 
deliria due to drug and alcohol addiction. In these 
cases, some analysis of the personality with sub- 
sequent attempts at rebuilding is the only basic 
way of preventing recurrences. 

10. All measures directed toward improving 
general hygiene are important. A regular daily 
schedule, written out and strictly adhered to, is 
useful, and as far as physical condition will permit, 
exercise and diversions (indoor and outdoor) 
should be arranged. 

11. In many cases psychotherapy, as previously 
outlined, will prove the most potent of all thera- 
peutic aids, 

12. A prolonged period of convalescence is of 
great importance in preventing late sequelae of the 
acute infections. 

13. Follow-up care is essential. 

14. Prevention is mentioned last although it 
should be first in the mind of the physician. 
Usually a medical man is not called until the 
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delirium is present. A surgeon, however, often has 
it within his power to take steps to avoid a de- 
lirium. Apart from the avoidance of unnecessary 
and unwise administration of drugs, he must take 
into consideration the emotional factors involved 
in any surgical procedure. Dr J. M. T. Finney of 
Baltimore, Maryland, speaking of “The Obliga- 
tions and Responsibilities of the Surgeon,’ is an 
able exponent of the psychobiologic point of view 
in surgery. He reminds the surgeon that he should 
identify himself with the patient and remember 
that the fear, physical dscomfort and pain, loss 
of consciousness, loss of time from one’s regular 
occupation, may all combine “to cause the pros- 
pective patient many anxious moments and in cer- 
tain cases, such an acute state of nervous shock 
and mental distress as seriously to affect the out- 
come of the operation.” 
ORGANIC REACTION TYPES 

Among the many psychiatric problems encoun- 
tered by the general practitioner, the organic 
reaction types are the most readily understandable. 
In almost all of these conditons, a definite organic 
lesion is present, and this lesion, if recognized, 
gives the physician a tangible explanation for the 
accompanying personality changes. In general, the 
organic reactions are chronic, being dependent on 
focal or diffuse, more or less permanent and in- 
trinsic changes in the central nervous system. Ob- 
viously, transition states may exist between the 
delirious and the organic reaction types. Etio- 
logically, the latter are associated with organic 
toxins, metabolic disturbances, syphilis, arteri- 
osclerosis, neoplasm, trauma, senility, certain en- 
cephalitis. While the clinical picture varies from 
case to case, and the etiology and duration of the 
diseases differ, the characteristic features of this 
type of disorder may be summarized as follows: 

1. A definite organic change exists in the cen- 
tral nervous system. This may be in the nature 
of nutritional disturbance, neoplasm, inflamma- 
tion, or degeneration. The motor and sensory re- 
flexes are often disturbed, and these disturbances 
may lead to derangements of speech and equilibrium 
and to difficulty in writing and walking. Special 
laboratory and clinical procedures, such as study 
of eye grounds and visual fields, examination of 
the spinal fluid and encephalography, are of value 
in diagnosing these conditions. 

2. Personality changes are striking and are re- 
flected both in the deterioration of ethical feelings 
and in the development of behavior patterns in- 
consistent with the individual’s former habits. For 
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example, a respectable person may become vulgar 
and obscene, and a frugal, conservative individual, 
extravagant and grandiose. On the other hand, 
the symptoms may represent an accentuation of 
the normal constitutional make-up. Thus, para- 
noid forms of senile deterioration may develop in 
persons who have a depressed or manic coloring, 
somewhat in accord with the patient’s previous 
reaction pattern, 

3. The affect is characterized by emotional in- 
stability with marked fluctuations in the mood. 
Thus, the individual may exhibit almost mer- 
curial changes from joy to sorrow and back again. 


4. Mental changes are quite characteristic and 
result in a decline in the patient’s business and 
intellectual efficiency. The individual character- 
istically shows periods of confusion and bewilder- 
ment, difficulty in relating events which he has 
observed, fluctuations in his level of attention, de- 
fects in orientation, and retention, impairment of 
memory and comprehension, marked disturbance 
of judgment, and even delirium. 

5. A large percentage of these conditons is en- 
tirely preventable. While this is obviously true in 
the case of the toxic organic types, it is equally 
true of most of the organic reaction types, es- 
pecially all forms of central nervous system 
syphilis. 

6. The prognosis varies according -to the reac- 
tion types, but it is, in general, poor. 

The recognition and treatment of these dis- 
orders is a part of the body of common medical 
knowledge and need not be further elaborated 
upon here. 

By treating the patient as a human being rather 
than as a defective machine, the individual doctor 
will be rendering service which will reflect ad- 
ditional credit upon the medical profession. With 
the increased teaching of psychiatry in the better 
medical schools we can soon hope that every phy- 
sician will become aware of the wealth of psy- 
chiatric problems in general medicine. We wel- 
come the prospect of a closer union between psy- 
chiatry and general medicine for the mutual bene- 
fits of such a relationship will improve the stand- 
ards of medical practice. It is with this thought 
in mind that the discussion of these disorders has 
been offered. 


4200 E. 9th Ave. 





Evaluation of Factors In Bone Union 


E. C. HOULE, M. D. 
Nogales, Arizona 


AILURE or delay of union in fractures is a mis- 

fortune which may occur to any man doing bone 
Surgery or fracture work. As the great majority 
of fractures are handled by the general practitioner 
the subject should interest practically all of us. 


Read before Arizona State Medical Association. Tucson, April 21, 
1938. 


This paper was inspired by reading a statement 
by McMurray of New York which was somewhat 
breathtaking in its first impact. He presented two 
corollaries: 

1. Slow union and non-union are not influenced 


by the age (per se) of the patient, by his general 
state of health, by the presence of chronic gen- 
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eral disease such as syphilis, cardio-vascular, or 
renal disease, by general wasting due to other 
causes, by general metabolic disturbances affecting 
either the general calcium and phosphorus meta- 
bolism (osteomalacia), or other metabolism such 
as diabetes or acute infectious disease. 

2. Agents to affect general body metabolism or 
affect specifically calcium and phosphorus meta- 
bolism are without appreciable value. 

Under the stimulus of these ideas I have con- 
sulted such literature of recent years as I could 
obtain on the subject of metabolism in relation 
to fractures. 

BONE REPAIR 


_— The normal process of bone repair is very clearly 


stated by Todd & Ejiler (Cleveland, Annals of 
Surg. 1927) in 3 stages: 

1. Erosion of fragments and vascularization of 
fragments. 

2. Development of callus. 

3. Transformation of callus. 

The first step consists of removal of bone devita- 
lized in injury. This is accompanied or followed 
by channeling of old bone by burrowing and 
multiplication of new blood vessels. 

Then the callus begins to develop, finely granu- 
lar in immobilized fractures, and coarse, lava-like 
in movable fractures. 

The later transformation of callus is: 1st, into 
cancellous mass; later, into Haversian systems; 
next, comes a reduction of ensheathing and en- 
dosteal callus; and last, the development of corti- 
cal waxy surface on ensheathing and definite 
callus. 

The speed of repair is similar in all areas of the 
body in fractures of the same type of bone, but 
naturally faster in cancellous than in hard bon 
and faster in incomplete than in complete frac- 
tures. 

Fissure or greenstick may heal in 20 days. Im- 
pacted fractures (vertebrae) in 13 days. Complete 
long bone fractures may require much longer. 

Some factors qualifying repair are stripping of 
the periosteum, free movement of fragments and 
the presence of endosteum or cancellous tissue. 
Stripping of periosteum diminishes vitality of un- 
derlying bone. No erosion occurs. The cambium layer 
is destroyed and no new bone is formed at or over 
the stripped surface, altho the bone is not dead and 
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parallelism of concentration of blood serum phos- 
phate as seen in the growing period of youth and 
that present in adults only in normally progressing 
fracture repair, They hoped that production and 
maintenance of that certain phosphate level would 
favor healing. However they qualified their con- 
clusions by adding that a “local metabolic process 
(occurs) at the site of fracture which is probably 
even more important for the production of union 
than the increased phosphatic content of the blood 
serum.” J.A.M.A. 79—884). 

In following up -this work Ravdin & Jones re- 
ported that “absorption, excretion and utilization 
of calcium and phosphorus are highly technical 
problems, that mere addition of these substances 
to normal diet are probably useless and blood 
serum estimations are without value in predicting 
union or non-union.” (Ann. of Surg. 1926). 

In 1931 Kellogg Speed of Chicago failed to cor- 
roborate specific coincidences of blood phosphorus 
estimations as reported by Tisdall & Harris, and 
concluded: 

“Reduction of calcium and phosphorus or eleva- 
tion of calcium and reduction of phosphorus have 
no demonstrable effect (except after parathy- 
dectomy).” 

“Ordinary dietetic methods or medication seem to 
have no effect.” 

“Estimation of blood serum calcium and Phos- 
phorus is valueless.” (Bone & Joint Surg. 1931). 

Phosphatase came into interest through the 
studies of Hunshe -and.Ferguson who found 
significance in increased concentration of the 
Enzymen phosphatase and decrease of inorganic 
phosphorus in fracture conditions as well as in 


e-Seneralized disease of bone. But C. Leslie Mitchell 


in Annals of Surgery, August, 1936, states: “There 
is no consistent rise of phosphatase serum level in 
the course of fracture healing. The increased 
serum phosphatase activity following fracture ap- 
pears to be secondary to the increased activity at 
the fracture site and not vice-versa. Serum phos- 
phatase is not an index to the rate of healing of 
the fracture.” 

Yet the search for bone healing diet and medi- 

tion goes on. In 1934 Howes & McKeown (Arch. 
of Surg.) found a diet rich in Casein increased 
the strength of bone per unit of body weight in 
rate, and a diet rich in Casein accelerated the rate 


may later be incorporated in the new esonerste healing of fractures. Downs in 1937 (Amer. Jour. 


bone. This often occurs in rib fractures, sometime 
in long bones, but never in vertebrae. Free move- 
ment of fragments impedes erosion and roughening 
of ends and may develop eburnated facets. This is 
frequent in rib fractures, less so in long bones. Com- 
pact tissue assumes little activity in comparison 
to endosteal and cancellous tissue. Where cancel- 
lous tissue is relatively abundant and motility 
feeble or absent, repair is quickest. 


LABORATORY RESEARCH 


Many researches have been made in the hope of 
finding indications favorable to bone union. Tisdall 
& Harris of Toronto believed they had found a close 





of Surg.) thinks that an organic form of calcium 
phosphorus (from Indian corn) is metabolized 
more readily. Every few months our current 
literature offers new combinations in diets, vita- 
mines and glandular products, 


STIMULATION OF HEALING 

Local stimulation of healing by injection of vari- 
ous materials into the fracture site has also re- 
ceived a great amount of attention 

Kugelmass & Berg (Diseases of Children) in 1931 
used such substances as fibrogen and trypsin in 
local injection and were encouraged to say: “Bone 
repair is a local rather than a systemic process 
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and union may therefore be induced or accelerated 
by local therapeutic measures.” 

Haldeman & Moore in 1934 (Arch. of Surg.) 
using various preparations of calcium and phos- 
phorus, did not secure definite results and con- 
cluded “the process of fracture healing is not the 
purely chemical equation which some _ writers 
describe.” 

C. R. Murray, whom I quoted at the beginning 
of this paper, stresses the maintenance of a proper 
relationship between the local metabolic activity 
and the circulatory efficiency. For adequate 
growth of bone granulation it is necessary to pro- 
mote local comfort, rest, circulation, etc., and pro- 
vide active use within pain limits of the musclar 
apparatus of the part affected from the begin- 
ning. Electrical stimulation is less efficient; mas- 
sage is only fairly good. 


CONSIDERATION OF SLOW HEALING 


Operative interference early is usually less favor- 
able than closed reduction but may well be indi- 
cated as the primary procedure if, as a result of 
operation, not only good position, but also new 
sources of blood supply and granulation tissue are 
obtainable, and early muscular activity is made 
possible by rigidity of fixation at operation. This 
is a matter of consideration in regions where the 
anatomic characteristics are a bar to healing by 
reason of bone structure or feeble circulation, such 
as in the mid-humerus, lower third of the tibia, or 
in the neck of the femur. The neck of the femur 
has poor blood supply and poor circulation. Here 
immediate operation should be considered at once 
to stimulate granulation. Just a few centimeters 
away is the intertrochanteric region, amply sup- 
plied with circulation by the big gluteal muscles, 
and here fractures will heal even under neglect. 

Local collections of fluid, other than necessary, 
moderate hematoma, are detrimental. When due 
to synovial fluid they can hardly be obviated, but 
when due to large and persistent hematoma, pro- 
motion of early circulatory efficiency helps elimi- 
nate it. Aspirate when effusion of blood is ob- 
viously excessive but aspirate early to avoid re- 
moval of newly collected calcium. Avoid the dam- 
age of rough reconstruction. 

Diathermy in high amperage, frequent and pro- 
longed exposure to X-ray, antiseptic solutions of 
acid reaction in compound fractures, all interfere 
with healing. Chlorinated soda improperly titrated 
may decalcify bone. However, diathermy in low 
milliamperage was recently extolled by Voshell of 
John Hopkins in a limited number of cases; to 
the extent that he is recommending it routinely 
in fractures. In open fractures Baer’s maggots 
have a stimulating as well as debriding effect, 
and it may be possible that allantoin or the vita- 
mine oils may have somewhat the same effect. 

The case record quoted herewith is from Bohler, 
and was suggested to me by a Mexican friend as 
most illustrative of the idea presented: 


“A young man, strong and healthy, suffered an 
accident which resulted in a transverse fracture 
of both bones of the leg, middle third. He was 
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treated for 6 weeks by means of a traction bandage 
pulling from a wire passed through the calcaneus. 
The first three weeks the traction was 8 kilo- 
grams, later reduced to 6 and finally to 4 kilo- 
grams. 

On removing traction, the fracture was movable 
and a radiogram showed no callus whatever. He 
was placed in a plaster bandage and put to bed 
for another 6 weeks to stimulate the formation of 
callus, Every 3 days he was given, alternatively, 3 
tablets of thymus for an injection prepared from 
this gland. In-as-much as after 12 weeks the frac- 
ture was still movable he was placed in a new 
plaster for 6 weeks and was allowed to walk with 
crutches. During this period he was given vigantol 
3 times a day. Eghteen weeks having passed with 
still no callus visible, he was given X-ray radia- 
tion of the spleen and there was started an ener- 
getic treatment of massage; also he was given 
vigantol again during’ these 6 weeks. At 24 weeks 
he was given daily sun baths for a period of 2 
months; at the same time he took for a year ap- 
proximately 6 grains daily of lactate and citrate 
of calcium, totaling 6 kilograms (over 13 pounds). 
At 6 months there was constructed for him an 
orthopedic apparatus bearing on the ischial tu- 
berosity. At one and a half years there was pre- 
scribed Phosphorated Cod Liver oil, the amount 
of which he took was more than 3 liters; more- 
over he was induced for 2 weeks to eat, twice 
daily, sheep thymus until he could no longer stand 
it. For many months he ate stewed foods of vari- 
ous kinds, in-as-much as these were supposed to 
have stimulating properties for calcification. Also 
for several months he swallowed egg shells every 
day. There was recommended for him the im- 
plantation of thyroid gland material in the skin 
of the abdomen to transform metabolism and also 
multipuncture (by needle) of the periosteum, but 
he escaped application of these procedures. 

Two years after the accident he was operated. 
The focus of fracture was exposed and a graft 
consisting of 4 centimeters of the fibula of the 
sound leg was placed intra-medullarly. The fibula 
of the injured side, which had united solidly, was 
not sectioned. After the operation he was required 
to remain in bed 3 months, In-as-much as at the 
end of 4 months it was found that the graft com- 
menced to absorb he was treated during an entire 
year, at first daily and later on every 3 days, by 
injection of ossophyt. Also there was ordered for 
him a preparation of thyroid daily and every week 
autohemotherapy was done at the sight of frac- 
ture; at the same time as hyperemic treatment of 
the entire leg. The injections of ossophyt proved 
to be extraordinarily painful. 

Three and a half years after the accident it 
was decided to do another operation. This time 
they established a graft 8 centimeters long taken 
from the tibia above the site of the fracture. This 
time, again, solidly united, the fibula was not sec- 
tioned. Four months more in bed. At 5 months it 
was observed that the graft was absorbing at the 
level of the fracture, and at 8 months had dis- 
appeared completely and the fracture, naturally, 
was again entirely movable. He was returned again 
to walking about on an orthopedic apparatus that 
reached to the knee. At the same time he had, 
assiduously, raw turnips, juices of crushed plants 
and an entire series of new preparations as 
launched upon the market. Estimations were made 
and declared normal of calcium and phosphorous 
content of the blood; as were also determinations 
of acid-basic equilibrium. 

When we saw this man the first time, four and 
a half years after the accident, he had a pseu- 
doarthrosis in the middle third of the tibia. There 
was a gap of 5 millimeters between the fragments. 
The medullary cav.ties of both fragments were 
occluded by hypercalcified plugs of a thickness of 
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2 or 3 centimeters, The focus of the fracture was 
normal. The fibula had consolidated firmly. With- 
out his apparatus he walked with exceeding dif- 
ficulty. His operation consisted of an open oblique 
osteotomy of the fibula followed by multiple drill- 
ing of probably 50 channels, in the manner of 
Beck, in all directions thru both fragments of 
tibia. Eight days later the patient began to walk 
in a non-padded plaster cast. At 3 months, when 
the cast was removed, he was found to have good 
callous and the fracture completely consolidated. 
Five months after the operation he climbed a 
mountain peak of 3600 meters elevation and en- 
joyed several Alpine excursions with hikes which 
lasted as much as 14 hours daily.” 


CONCLUSION 
We may not excuse ourselves for bad results 
in fractures by reason of constitutional disease, 
or factors of general metabolism. 
The fracture site itself contains intrinsically all 
of the mechanism for repair. The only exception 
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fails, the entire field should be surveyed to ascer- 
tain where the fault lies. 

The Systemic Factors are (1) Fundamental cell 
differentiation; (2) calcium and phosphorus sup- 
ply; (3) vitamin D supply; (4) parathormone 
activity; (5) general metabolic effects. 

If the embryonal cells fail to differentiate nor- 
mally and there is a lack of connective foundation 
throughout the body, the bones will share in this 
deficiency. This hereditary defect is seen in osteo- 
genesis imperfecta of infants and fragilitas ossium 
of adults. Nothing can be done for such a defect, 
except to recognize its presence. 

The skeleton is the supply depot for the calcium 
and phosphorus required by general metabolism; 
these salts flow out of the bones or are stored in 
the bones in proportion to the metabolic demands. 
If bone repair requires that the flow of calcium 
shall be into the bones, the general metabolic 
requirements must be met by an adequate intake 
of such salts and the contrast maintenance of an 
adequate supply of them in blood and lymph. 

Vitamin D controls the absorption of calcium 


patient calcium unless there is a concomitant and 


may possibly be unfavorable anatomic location by Apatie the intestinal tract. It is useless to feed the 


reason of type of bone or inadequate circulator 
apparatus. 

The service which may be rendered in fractures 
is almost purely mechanical, consisting of accurate 
anatomical replacement, immobolization of bon 
fragments permitting muscular activity, relief of 
pressure, etc. 

We should avoid meddlesome chemotherapy and 
physiotherapy and avoid open operation, except 
where necessary for prompt fixation, or in the 
known refractory areas. 


Provision should be made for prompt and ade- 
quate consultation in all fractures, practically 
without exception; and for the best instead of 
casual assistance in all reconstructive work. 


DISCUSSION 


Dr. W. Warner Watkins, Phoenix: I am not in en- 
tire agreement with Dr. Houle, nor the authorities 
he cites, that systemic factors play no important 
part in bone repair. In the literature of the past 10 
or 15 years there is abundant evidence to the con- 
trary, and if time permitted specific illustrations 
could be shown, from personal observation, where 
bone repair failed after all local factors were set 
right and succeeded only after certain systemic 
factors had been given attention. 

Bone is modified connect:.ve tissue, produced by 
differentiation of embryonic connective tissue. 
Osteogenesis, whether conjury, is a complicated 
process designed to bring about the deposition of 
calcium salts in a preformed matrix of embryonic 
connective tissue. When we consider bone repair, 
the same factors are involved that govern the 
growth of normal bone. A primitive connective 
matrix is necessary and in this there must be de- 
posited the calcium salts necessary to produce 
bone. At least 10 factors take part in the biologic 
concatenation wh:ch must be present if normal 
bone growth and normal bone repair are to occur. 
Five of these factors can be regarded as systemic 
and five as local. Each of them is necessary, and 
the normal, continuous and harmonious function- 
ing of each factor must be provided for by the 
surgeon or clinician who is attempting to bring 
about repair in an injured bone structure. If any 
single one of these is absent, we are inviting a 
failure of bone repair. Fortunately, the natural 
b.ologic processes of the organism usually take 
care of these factors, as witness the repair of bone 
under primitive conditions. However, when repair 


adequate vitamin D intake. 

Parathormone is not concerned with the deposi- 
tion of calcium; its sole effect is to pull the cal- 
ium out of the skeletal depot into the blood 
stream. Through this hormone the organism’s need 
for calcium is broadcast, and in response to that 
demand calcium is drawn out of the bones. Its 
deposition will be controlled by other biologic pro- 
cesses. Where the deposition of calcium about a 
fracture is the requirement, excess of parathor- 
mone would militate against this up to a certain 
point; after this it might favor bone repair by 
surcharging the blood with calcium drawn out of 
the general skeletal storehouse. 

The hormonic factors which have to do with 
general metabolism influence ‘bone repair, either 
retarding it or hastening it. 

The Local Factors in bone ne are (1) vascu- 
lar supply; (2) local cell activity; (3) phosphatase; 
(4) neurotrophic control; (5) mechanical demands. 

It goes without saying that a normal blood sup- 
ply is essential for proper bone repair; yet this 
factor is all too frequently neglected. When a limb 
is placed in an unusual position and immobilized, 
something else besides a blind trust in nature 
must be done to insure a normal flow of blood 
through the area. The requirements must vary 
with the case. 

Osteoblastic activity is essential to bone repair. 
These cells which arise from the cambium layer 
of the periosteum must be placed in close ap- 
proximation to the line of repair. Too great sepa- 
ration of fragments and infection are the two main 
reasons for the break-down of local osteoblastic 
activity. 

The final step in the deposition of calcium is 
thought to be due to the enzyme gre agen 
Authorities differ as to whether this enzyme is 
manufactured by the osteoblasts or is made else- 
where and transported to the site of injury 
through the blood stream. In any event, it is a 
necessary factor and a lack of it can be shown by 
laboratory tests. 

Whether calcium flow is into the bones or out 
of them is under the general control of the sym- 
pathetic nervous system. The control is probably 
exerted by vasoconstrictor or vasodilator effects 
on the blood vessels through the bone structure. 
The effect of circulatory upset is most strikingly 
seen in the so-called bone atrophy of Sudeck. 

In the ordinary fracture, and with the average 
doctor, the mechan.cal apposition of the bone 
fragments is the only factor to which any particu- 
lar attention is paid. Extreme efforts may be made 
to bring fragments into correct alignment, so they 
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will appear straight on the X-ray film, and this 
is often done with an astounding disregard for 
for the injury which is being inflicted on the soft 
tissues, After the alignment of fragments is se- 
cured and the limb splinted, the doctor usually 
figures that the balance of the job is up to nature. 
The fact that repair usually takes place without 
any further attention does not relieve the clinician 
or surgeon of his responsibility for maintaining 
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all the necessary factors at optimum efficiency. 
The doctor’s concern is much more with the one 
case which might go wrong, or does go wrong, 
than with the ninety and nine which need not 
his special care. 

Repair of bone is not only a local surgical or 
orthopedic problem; it is a medical and systemic 
problem as well, and in the difficult cases, the 
systemic factors may be more important than the 
local ones. 





A Comparison of the Eagle, Ide, Kahn, Kline and Laughlen 
Tests For Syphilis 


EDWARD L. BREAZEALE, B.S.A., ROBERT A. GREENE, PH.D., 
AND HARRY B. HARDING, B.S. 


Tucson, Arizona 


PPROXIMATELY two years ago, when the 

Arizona State Laboratories were requested to 
undertake the routine examination of blood speci- 
mens for syphilis, it was decided, that due to lack 
of personnel and a constantly increasing number 
of specimens, to employ flocculation rather than 
complement fixation tests. The Kahn test was 
adopted at that time, but we desired another 
technic to be used as a “screening test’ and to 
check up on the Kahn reaction. 

After a careful study of the methods available, 
we decided to employ, for reasons of economy of 
time, simplicity and relatively low costs, the fol- 
lowing additional tests: Eagle, Ide, Kline and 
Laughlen. 

These technics have been the subject of many 
comparative tests. In many cases, these compari- 
sons have been made upon different portions of 
the same area by technicians in various labora- 
tories who employed one or more of the tests. 
Although the agreement has, in general, been ex- 
cellent, aside from individual variations in technic, 
there are good reasons for believing that the lack 
of agreement may be due, in part, to unauthorized 
modifications on the part of the technician. 

We were interested in comparing these different 
tests in our own laboratory and in observing what 
variations might be found by a small number of 
technicians under relatively identical conditions. 


EXPERIMENTAL 


The sera used in these tests came from blood 
specimens which were submitted for the laboratory 
diagnosis of syphilis, enteric or Brucella infections. 
In addition, specimens were secured from several 
commercial laboratories*. The Kahn and Wasser- 
mann tests had already been made, but the Kahn 
test was repeated in this laboratory at the time 
the other tests were made. 

In the performance of these tests, we adhered 
strictly to the technic recommended by the origi- 
nator of the test; all reagents were purchased 
*We are indebted to the following persons, who supplied these 
sera and their results: Mr. William Draper, Tucson Clinic; Mrs. 


Marjorie Denny, Thomas-Davis Clinic, Tucson; Mrs. Helene 
Thomas Bennett, The Thomas Laboratories, Yums. 


from reputable manufacturers. In these tests, the 
sera was inactivated for 30 minutes at 56C. The 
sera for the Eagle test was removed at the end 
of 20 minutes of inactivation. The only deviation 
from the recommended technic was in the Ide 
tests where we used slides with wax rings (Kline 
test) instead of slides with a concavity, as rec- 
ommended. Before this was adopted, a large num- 
ber of tests had shown that the glass slides with 
wax rings gave satisfactory results. Most of the 
examinations reported in this article were made 
by the senior author. 

The results are given in the following tabies. 
Since all of the tests were not applied to each 
specimen, the results are grouped into series, ac- 
cording to the tests which were employed. With 
the exception of the Kahn test (which was re- 
ported as 1 plus, 2 plus, etc.), the results were 
reported as positive, doubtful or negative. 


RESULTS 
SERIES I: 
Ide, Kahn, and Kline Tests: 
Number of sera examined 
I 
a en celiac ntidhatsneniinl 
Results not agreeing ‘ 


SERIES II: 
Eagle, Ide, Kahn (Presumptive and Diagnostic, Kline: 
Number of sera examined........00s__ 
All tests negative eiceieibpiaeimadiimn 
All tests positive... . 
Results not agreeing 








SERIES III: 
Ide, Kahn, Kline and Wasserman: 
Number of sera examined _— —o_- 


All tests negative ae pectemecenenmneneeemmnnennnenetenneice ID 
All tests doubtful _ 
All tests positive 




















SE CD ID ccttcscctreescecrcncecenssesnetmnnentrncsetieectescemeenets 1 
SERIES IV: 
Eagle, Ide, Kahn (Presumptive and Diagnostic) Kline, Wasser- 
mann: 
Number of sera examined 0. 5 eee 
All tests negative wivepesvatioan neenncnesteemssnninamannnaian: Te 
All tests doubtful isimnineanaiales 5 
EE 
Results not agreeing . 7 
SERIES V: 
Eagle, Ide, Kahn (Presumptive and Diagnostic) Kline, 
Laughlin: 
Number of sera examined posiasiaitieiasitiinitndnanienianne 
All tests negative ............. 146 
All tests positive —.. eiieneaeen ae 
Results not agreeing 3 
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SERIES VI: 
Eagle, Ide, Kahn, Kline and Laughlen: 
Number of sera examined 316 
All tests negative 278 
All tests doubtful ‘ 6 
All tests positive 32 
Results not agreeing 0 





Table I gives the results obtained by the various tests in the 
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SERIES VII: 
Eagle, Kahn, Kline, Laughlen: 
Number of sera examined 185 
All tests negative 134 
All tests doubtful 5 
All tests positive 43 
Results not agreeing 3 





cases where there was a jack of agreement. 





























TABLE I. 
Results not agreeing 
O = test not made; — = negative + = doubtful; + = positive. 
Series No. Sera Eagle Ide Kahn Kahn Kline Laughlen Wassermann 
in series (Presumptive) (Diagnostic) 

I. 128 oO + re) — oa oO oO 
g. Oo + ° 1+ as Oo o 
Il. 17 + + + 1+ + Oo Oo 
i + + + 1+ + ° ° 
n + + + + + ° ° 
Ilr 17 ° _ Oo + + oO =e 
Iv. 90 + + + 1+ - re) 1+ 
IV. + + - ~ — ° = 
IV. _ _ _ - + ie) - 
IV. oe — - _— + Oo - 
IV + + + + + o + 
Vv 187 — aa - - — + Oo 
Vv. a + + 1+ + + °o 
v + + + + + - ° 
VI. 316 ALL RESULTS AGREED 

vil. 185 o 1+ + + oO 
VIL + re) re) 1+ + + re) 
vil. + re) 1+ + + re) 

DISCUSSION were with sera which gave weakly positive 


An examination of the preceding table reveals 
that with 1000 sera, all tests agreed with the ex- 
ception of 17 cases (98.3%). In four instances, 
one test gave a doubtful reaction (+) when the 
other tests were negative; in the remaining cases 
at least two or more of the tests employed agreed. 
It will be noted that in these exceptional cases, 
the variation was in weakly positive sera. In no 
case was the Kahn reaction strong enough to be 
considered diagnostic (2 plus). Among the positive 
sera, there was no case where there was any lack 
of agreement in the results obtained by the vari- 
ous technics. 

The 107 sera examined in Series III and IV serve 
as a check on the results which we obtained. In 
six cases the results did not agree. These were 
sera which had given negative or weakly positive 
Wassermann reactions. In four sera we obtained 
doubtful (+) reactions when other laboratories 
had reported a negative Wassermann. This agree- 
ment (94.4%) with other laboratories is excellent, 
especially when it is considered that the variations 





reactions. 


The agreement between the various tests is 
given in Table II. 


TABLE II. 

Tests used. No. sera Results not Agreement 

examined agreeing 
Kahn, Kline 1,000 11 98.9% 
Ide, Kahn, Kline 815 12 98.5% 
Eagle, Ide 
Kahn, Kline 670 10 98.5% 
Eagle, Ide 
Kahn, Kline, 503 3 99.4% 
Laughlen 
Eagle, Kahn 
Kline, Laughlen 688 6 99.1% 


From the results which we have obtained, we 
feel that, when proper attention is given to the 
performance of the test, the different methods 
are equally reliable. We have not found enough 
variations to indicate the superiority of any test. 
Any test, properly performed should give reliable 
results; judging from our experience, lack of 
agreement would be noted only in sera which gave 
doubtful (+) or weakly positive reactions. The 
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percentage of these is approximately the same for 
each test. 

We feel that the choice of a test is more or 
less an individual matter, and should be governed 
by the equipment available. The Ide, Kline and 
Laughlen tests are rapid, but the Ide test has the 
disadvantage that the antigen suspension is stable 
for a relatively short time as compared to the 
Eagle, Kline and Laughlen tests. The Eagle test 
requires a few more manipulations, but a large 
number of specimens can be examined with little 
effort. On the other hand, the Ide test is very 
valuable in cases where it is difficult to secure 
a blood specimen, particularly children. 





Arizona State Laboratory. 
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SUMMARY 


A comparison has been made of the Eagle, Ide, 
Kahn, Kline and Laughlen tests for syphilis. The 
agreement between the tests varied from 98.5% 
to 99.5%. 

In a smaller number of sera (107) the results 
obtained in this laboratory agreed with the results 
of the Wassermann tests made by three other 
laboratories in 94.4% of the cases. 

In every case, lack of agreement occurred only 
in sera which gave doubtful or weakly positive 
reactions, 

From our experience, we feel that the tests em- 
ployed are equally reliable, and that all will give 
satisfactory results, provided that the technician 
adheres to the technic recommended by the origi- 
nator of the test. 





Surgical Treatment of Pulmonary Tuberculosis 


FELIX P. MILLER, M. D. 
El Paso, Texas 


T IS a great personal privilege to return to the 

New Mexico Medical Association where I first 
received the inspiration to study the art of chest 
surgery. 

Following the visit of Dr. E. W. Archibald to 
your state, my interest and enthusiasm in this 
specialty was stimulated. I made early prepara- 
tion to attend his Clinic in Montreal. Then fol- 
lowed a review in the anatomy of the chest and 
lungs under Dr. William Keiller at the Medical 
Department, University of Texas. 

At that time the advantages and opportunities 
offered by this new field were not realized in 
America. A professor of surgery at this date asked 
me, “How do you expect such chronically ill pa- 
tients to survive this severe operation, thoraco- 
plasty?” 

You and I have seen this field of endeavor grow 
and succeed, until surgery of the chest has meas- 
ured up to the traditions and heritage of other 
branches of American medicine. 

I desire at this time to put before you briefly 
the changes in chest surgery and the results of 
these changes that developed during this period. 

Through my services have passed over one- 
thousand chest operations. In spite of the favor- 
able results reported from the voluminous litera- 
ture dealing with the surgical treatment of di- 
seases of the chest, there is a large number of 
cases that are allowed to pass into the hopeless 
stage. 

The cases most suitable for surgical interference 
are lung abscess, bronchietasis, bronchogenic carci- 
noma, hernia of the diaphragm, and pulmonary 
tuberculosis. My discussion will deal with the tu- 
berculous lesions. 


Presented before the New Mexico Medical Society, at its Fifty- 
Sixth Annual Meeting, Santa Fe, N. M., June 6-8, 1938. 





Prior to the advent of surgical attack upon these 
diseases, most sanatoria offered only domiciliary 
care. Then followed the good results of pneu- 
mothorax. 

Following the publication of Dr. John Alex- 
ander’s “The Surgery of Pulmonary Tuberculosis,” 
1925, marked interest was shown among the entire 
profession in mitigating the suffering of the tuber- 
culous, and there was soon much postive evidence 
that human life could be prolonged. There was a 
desired awakening of the need of close coopera- 
tion between the internist, the surgeon, the patho- 
logist, and the roentgenologist. The benefit to the 
tuberculous has advanced the surgical technique 
for all diseases of the chest amenable to operative 
surgery. 

What changes in surgical treatment of disease 
of the chest have we noted? 


ANESTHESIA 


The choice of the type of anesthesia to be used 
in the tuberculous case is a disputed one. It is 
not my purpose to claim that my expressions as 
to anesthesia, exclude other procedures that are 
to be found in various clinics. I will describe my 
choice with a general discussion of the subject. 

Novocaine (procaine or neocaine) is considered 
by me to be a most valuable agent in the tubercu- 
lous case. In my hands novocaine has seldom pro- 
duced an untoward reaction. I have never used 
any of the vaso-constricting agents (Epinephrine, 
etc.) with it. When untoward reaction or shock 
has occurred I prefer to use epinephrine or 
ephredine intramuscularly. When novocaine is 
used for regional anesthesia in diseases of the 
chest, the usual concentrations are 0.5 per cent 
to 1 per cent. 

Nitrous oxide was by far the most often used 
for inhalation. It was usually combined with 
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oxygen. Many times it was necessary to inject 
the intercostal nerves with 1 per cent novocaine. 
More recently cyclopropane has been used with 
satisfactory results. There is a smoother induction 
with cyclopropane than with other types of in- 
halation anesthesia. The surgical relaxation is 
sufficient. Cyclopropane combines readily with a 
large per cent of oxygen, and still maintains an 
adequate anesthesia, I have never used intravenous 
anesthesia. 
PREMEDICATION 


Phenobarbital sodium (Nembutal), gr. one and 
one-half, is my choice of a barbituric acid deriva- 
tive. This is usually given two and one-half hours 
before operation. It perhaps acts to balance any 
untoward action of the local anesthetic agent. 

One hour before the operation one-fourth grain 
of morphine and one one-hundred-and-fiftieth 
grain of scopalimine are given. These agents pro- 
duce sufficient sedative effects to relieve the 
anxiety of the patient before the operation. These 
agents are also of value for inhalation anesthesia, 
and are not contra-indicated in case it becomes 
necessary to resort to inhalation anesthesia. 

Drainage is seldom used after the first-stage 
thoracoplasty, as the serous fluid formed is an ad- 
vantage in pushing the apex downward and in- 
ward. 

The second-stage and third-stage operations are 
frequently drained with split rubber drains or 
Penrose drains for 24 hours, as serous exudates are 
of no value, and may lead to infection. 

There has been a reversal of opinion as to the 
number of ribs that should be removed in thora- 
coplasty in pulmonary tuberculosis. Formerly, it 
was thought that unless there was a complete 
thoracoplasty there would be an extension of tu- 
berculosis to the remaining lung tissue. Now it is 
generally accepted that only the number of ribs 
sufficient to collapse the lesions present must be 
removed. This method allows the remaining good 
lung tissue to continue to function. If the rib re- 
section includes the sixth rib, it is well to remove 
the seventh, in order that the scapula will not 
impringe on a rib and prevent the good collapse 
of the underlying lung. Again, it may be advisable 
to remove two or more inches of the tip of the 
scapula for the same reason, to allow the scapula 
to fall into the costal defect. 

During the decade between 1928 and 1938 many 
new and ingenious instruments have been pre- 
sented to the surgeon. Many of them have con- 
tributed greatly to the advance in the technique 
of chest surgery. 

EMPYEMA 


Following the World War the report of the 
Empyema Commission appointed by Surgeon Gen- 
eral and the publication by E. A. Graham, “Funda- 
mental Considerations in the Treatment of Empy- 
ema Thoracis” and the classification and diagnosis 
of empyema by C. A. Hedbloom, the classical 
limited rib resection-thoracotomy, with open tube 
drainage, had been succeeded by highly individu- 
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alized operations depending upon the cause of the 
empyema and the pathology found. 

Hedbloom’s classification of empyema: 

Group I. Pure tuberculous empyema without ac- 
tive pulmonary tuberculosis. 

Group IJ. Mixed tuberculous and pyogenic 
empyema without active tuberculosis. 

Group III. Pure tuberculous empyema with ac- 
tive pulmonary tuberculosis. 

Group IV. A mixed tuberculous and pyogenic 
empyema with active pulmonary tuberculosis. 

Group I. In the tuberculous empyema without 
active pulmonary tuberculosis an open tube drain 
should not be used. Frequent aspirations with a 
needle, with air replacement, is the method of 
choice. If the lung is capable of expansion we 
should expect adhesions to form between the 
parietal and visceral pleura, resulting in oblitera- 
tion of the pleural space. If this does not occur, 
open drainage and mixed infection will add to 
the severity of the pathological lesion, and a more 
drastic operation will be required, such as extra- 
pleural thoracoplasty. 

Oleothorax has only occasionally proved of benefit. 
Oleothorax seems to prevent expansion of the lung 
and encourages bronchopleural fistula. Phrenic 
paralysis, theoretically, should be of benefit, but 
the results of my experience has been so variable 
that the operation is performed only upon con- 
sultation. When the case remains stationary, or 
the empyema shows no improvement, thoracoplasty 
is indicated. 


Group II. Given a case with pyogenic empyema 
with active tuberculosis of the lung, the treat- 
ment indicated is to evacuate the pus by trocar 
punch operation, and then permit an improvement 
of the general condition of the patient. Seldom 
can a case be cured by drainage alone, A phrenic 
paralysis may assist in diminishing the size of the 
cavity, but an extensive thoracoplasty will give 
the most hopeful chance of recovery from the 
empyema. Aspiration during the thoracoplasty 
should be continued. If any residual cavity re- 
mains, it may be treated with a type of Schede 
thoracoplasty using muscle or skin flaps trans- 
planted into the sinus or cavity. 

Group III. There is frequently met with a group 
that is classified as tuberculous empyema with 
active pulmonary tuberculosis. 

The present trend is to repeatedly aspirate the 
pus and keep the lung compressed by pneumotho- 
rax. There is a tendency to use Gomenal as a sub- 
stitute for air to prevent expansion of the lung, 
but success may not crown your efforts, the empy- 
ema continues, the active tuberculous lung ex- 
pands with an increase of symptoms, and an. ex- 
tensive multiple stage thoracoplasty is clearly the 
operation of choice, 

Group IV. Mixed tuberculous and pyogenic 
empyema with active pulmonary tuberculosis. 

The fourth group may develop a bronchopleural 
fistula, and the empyema will increase with the 
development of mixed infection, demanding both 
external drainage and thoracoplasty. Where per- 
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manent collapse is advisable, the extrapleural 
thoracoplasty with other operations, such as a 
modified Schede with muscle flaps attached in the 
bronchopleural fistula or cautery destruction of 
the cartilege in the fistula, is of value. 


The Schede thoracoplasty not only removes the 
ribs but includes the intercostal muscles and 
parietal pleura. I have used the electric cautery 
over the parietal pleura, and only excised the at- 
tachment of the muscles and blood vessels at the 
medial ends, thus allowing these structures to fall 
into the cavity against the visceral layer. 


The vascular connection at the distal end of the 
muscle flap is sufficient to insure the vitality of 
the structure. These muscle flaps assist in filling 
the remaining cavity. The scapula and its muscles 
will assist in a similar manner. This method is 
especially suitable in groups II and IV. A large 
flap of the latissmus dorsi with pedicle can be 
thrown into a residual empyema cavity following 
thoracoplasty. 


In all acute forms of empyema, the operations 
are simple, repeated aspirations followed by irri- 
gation and air replacement. When such measures 
fail we have the choice of open or closed drain- 
age. Here we have the selection of many ingenious 
devices from which we may find the one most 
suitable. Moreover, the tuberculous empyema is 
made more complex in our choice of operation 
according to the complications. The general con- 
dition of the patient, the presence of amyloid 
changes, the presence of bronchopleural fistula, 
pleurocutaneous sinus, and the tuberculous lesion 
present, must be considered before the type of 
operation is made. 


It seems to me the most important factor in the 


‘treatment of empyema is the pathological factor 


causing the condition and the anatomic disturb- 
ances which have resulted. 


I have found the Novack diagnostic uterine 
curette with suction attachment valuable in re- 
moving a biopsy of the pleura or a sinus for de- 
termining the presence of various pathological 
organisms. 

The use of the oxygen tent following thora- 
coplasty is of great alue. During the recent years 
we have seen the more frequent use of blood 
transfusions, pre and post-operative. - 


The use of 10 per cent formalin to the periosteum 
has been used for several years to prevent costal 
regeneration and the resultant stiffening of the 
chest wall and check of progressive collapse. 


The changes that have modified the original 
paravertebral extrapleural thoracoplasty in pul- 
monary tuberculosis have been in the resection of 
of longer lengths of the first, second, and third 
ribs. Then came the operation to disarticulate the 
head of the ribs from the transverse process, or 
the removal of the transverse process and the 
head of the ribs. 
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OPERATION OF SEMB 


In 1935, Carl Semb described his operation of 
“Thoracoplasty With Extra Fascial Apicolysis.” 
His analysis of the failures we had encountered 
in closure of cavities at the apex was timely. No 
doubt our difficulty in closing the cavities was 
due to the fact that the apex of the pleura was 
being held up by adhesions and fascial bands con- 
necting it with the structures at the base of the 
neck at the subclavicular space. Undoubtedly 
many operators had severed these connections in 
their operations but had not described them. 

Semb was the first to describe the operation in 
detail. In his description the usual operation of 
the subperiosteal removal of the first, second and 
third ribs is recounted. He goes further and ad- 
vises the disarticulation of the head of the second 
and third ribs from the transverse processes. The 
first and second ribs are removed through their 
entire length, and most of the third rib. This re- 
moves the attachment of the scaleni muscles. He 
follows this with a dissection of the apex of the 
pleura with the endothoracic fascia. The apex of 
the lung is pushed downward. The intercostal 
muscles with periosteum and nerves are cut after 
ligation of the blood vessels. The benefit of this 
procedure is easily understood as we now com- 
press the cavities from the top downward and in- 
ward, and permit the normal elasticity of the 
lung tissue to contract in all directions, and, in 
this manner, close the apical cavities. This ac- 
complishes the result at the primary operation, 
instead of a second operation, as described in 
Archibald’s anterior apicolysis, and by those who 
resorted to parafine plombage. 


COMMENT 


Phrenic paralysis, partial pneumothorax and 
multiple intercostal paralysis are used as pre- 
liminary preparation of patients for theracoplasty, 
where the condition would not allow radical rib 
resection when the patient was first examined. 
These preliminary operations allow improvement 
in toxic patients, who may later have the more 
radical operation and thus are extended the bene- 
fit of collapse therapy to those who were for- 
merly refused it. 


The preoperative treatment in chest surgery has 
not changed much in the last decade. Each oper- 
ator has some especial detail that he considers 
advantageous. Routine digitalization before thera- 
coplasty is not so generally used. A slight trendelen- 
berg position is used in most clinics. The drain- 
age of bronchial or trachael secretions before 
operations is considered an important preopera- 
tive measure. 


1200 First National Bank Bide. 
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DISCUSSION 


Dr. W. H. Thearle, Albuquerque, N. M.: 

I feel that Dr. Miller has briefly covered the 
rather large field of thoracoplasty in chronic tu- 
berculosis in a very comprehensive and impressive 
manner, and his excellent pictures show the grati- 
fying results that are obtainable by the judicious 
application of surgery in these cases. 

When the necessity of thoracoplastic procedures 
arises in pulmonary tuberculosis, our problem is a 
vastly different and more difficult one where there 
is an associated tuberculous empyemata, Frequent 
aspirations with air replacement, and often irri- 
gations, are our first line of treatment in these pa- 
tients, as Dr. Miller has emphasized, but unfortu- 
nately such attempts frequently fail to clear up 
this complication. The greatly thickened pleura 
in time prevents reexpansion of the lung, and the 
only alternative in suitable risks is an extensive 
multi-stage extra and intra-pleural thoracoplasty. 
Thoracotomy drainage is obviously necessary early 
when secondary pleural infection is present. 


The extrapleural thoracoplasty of a decade ago 
has become obsolete due to the inadequate pul- 
monary collapse that resulted from its small rib 
resections with long anterior and posterior rib 
stumps. In 1933 O’Brien called attention to the 
necessity of removing the entire first three ribs 
in ALL thoracoplasties to ensure complete collapse 
of the apical region, which has become classic to 
the operation of today, together with wide resec- 
tion of as many adjacent ribs as the case requires. 
We do not now resect more than three ribs at a 
stage to minimize paradoxical respiration, and 
Alexander advises only two and half ribs at the 
upper stages. I believe phrenic surgery to be of 
little value in empyema, and should always be of 
the selective character of the modern operation. 

The choice of anesthesia remains an individual 
one; a few still prefer local which is still popular 
on the continent, but in this country gas (nitrous 
or Ethylene) is the choice of most thoracic sur- 
geons with the newer cyclopropane increasing in 
favor due to the greater relaxation and the higher 
concentration of oxygene obtainable with it. 

The pictures on diaphragmatic hernia need no 
comment but words of praise to Dr. Miller for 
this excellent piece of color photography. 


Dr. C. H. Gellenthien, Valmora, N. M.: 

May I also congratulate Dr. Miller upon his ex- 
cellent presentation of lung surgery and its won- 
derful immediate results. While the immediate re- 
sults of chest surgery are oftentimes miraculous, 
the end results are very discourag:ng. I am re- 
minded of an article in the Annals of Internal 
Medicine by an obstetrician. He stated that in a 
given case of eclampsia or toxemia of pregnancy 
with convulsions, the attending man promptly 
emptied the uterus. The patient would instantly 
improve and the attending man rightly considered 
the job finished and well done. In following these 
cases over a period of years, it was found that a 
large number of these women later developed kid- 
ney complications and died. So it is with surgery 
of lung tuberculosis. The immediate results are 
oftentimes excellent but five years later the pa- 
tient too often is dead from his tuberculosis. 

Last February, Drolet, statistician of the Na- 
tional Tuberculosis Association, published a sta- 
tistical survey made in New York, Chicago, De- 
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troit and England. This survey revealed that the 
incidence of tuberculosis and the mortality were 
declining anywhere from 40% to 64%, but that 
surgical treatment, which has come into common 
use during the past 10 years had effected the case 
fatality rates very little, if any. In the United 
States among patients in sanatoria in 1925, the 
mortality ratio was 20 per cent, in 1931, 23 per 
cent, and in 1934, 24 per cent. So it would seem 
that chest surgery is not the specific it is often- 
times claimed to be. In the treatment of pulmonary 
tuberculosis there are some 40 odd factors at play 
and surgery of the chest is but one of these factors. 
It is by the judicious use of all these factors that 
reg ga percentage of cases can be restored 
to health. 


Dr. Paul Gallagher, El Paso, Texas: 


While surgery is not always indicated in the 
treatment of pulmonary tuberculosis it has a much 
bigger part than we have yet developed. We know 
the results we will get from the treatment of tu- 
berculosis and the toughest things that come to 
us are those cases that have been neglected and 
are far advanced. Not so very long ago I visited 
some of the clinics in the East and listened to 
some of the criticisms that they were offering 
about the treatment of tuberculosis in the South- 
west. It seemed the general idea prevailed that 
here in the Southwest we considered that as long 
as these patients are not dying it is well enough 
to leave them in bed. In the discussion, about 50 
cases were cited as having come back East from 
Phoenix, Albuquerque, El Paso and the South- 
west for operation, because they could not get that 
treatment in the Southwest. In Detroit the mo- 
ment they find an open case of tuberculosis, they 
try to get a pneumothorax and attempt to col- 
lapse the lung at the earliest possible moment, 
figuring that even if they do not use any hos- 
pitalization at all, they are better off. From this 
criticism it would seem that we have been derelict 
in our duty to these patients in only leaving them 
in bed without definite attempts to quickly close 
all open cases. 

We take a case of scarlet fever and not only 
try to cure it but isolate it so it will not pass 
around to the neighbors. The open case of tu- 
berculosis that is not given adequate treatment 
is just as grave a menace to the children in the 
neighborhood. I said to Alexander—‘“We have ac- 
tive cases in El Paso that have been getting 
around and earn a living for their families, what 
would you do with them?” “Well,” he said, “he 
would close them anyway, so they would not be 
carrying infection around, and do so in order to 
protect the rest of the community.” 

In addition to complimenting Dr. Miller I would 
like to ask that the general men who are largely 
responsible for the care of the cases of tubercu- 
losis that come to any community, give these cases 
closer supervision and do something about closing 
them up. 

Dr. Miller (closing): 

“As to the follow up, I find this a most diffi- 
cult task. It involves a great deal of work and 
without. increasing my personnel I find it diffi- 
cult to quote many statistics. 

I can understand how men associated in large 
clinics are able to furnish such complete statistics, 
but anyone who has to make a living under these 
trying times would not have time to successfully 
keep a large volume of cases and give the per- 
centages. 

A large percentage of the patients we know, 
according to Hedbloom, O’Brien and Alexander 
are free of tubercle bacilli and lead normal lives, 
this varies between 30 and 40 per cent allowing 
a mortality of about five per cent. A number of 
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the patients have been rendered free of tubercle 
bacilli and are leading normal lives whether or 
not employed. 

Most of the cases in my series have all been re- 
ferred to me by an internist and after operative 
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measures have been completed are always referred 
back to their service, however, this type of sur- 
gery, Operative Interference in Pulmonary Tuber- 
culosis, has always been as satisfactory as any in 
which I have engaged. 





Dental Fluorosis in Lea County, New Mexico 


DEMARIOUS C. BADGER, M.D. 
Hobbs, N. M. 


OBBS, New Mexico, is potentially one of many 
areas of endemic dental fluorosis. This is 
properly a public health problem as well as a 
dental one, but the physician is the one to whom 
the public comes first as a rule, and we will prob- 
ably be the ones who actively contribute most to 
its prevention. 

Dental fluorosis is the name applied to the con- 
dition of mottled dental enamel caused by inges- 
tion of toxic amounts of fluorides in water used 
for cooking and drinking during the period of 
calcification of the teeth. The first report of this 
condition was made by Eager’ in 1901, but its 
cause was not found until McKay’ in 1916 proved 
it was a waterborne disease which was later proved 
by the Oakley, Idaho experiment. This experiment 
demonstrated that mottled enamel could be pre- 
vented by change in water supply. Dr. Trendley 
Dean, Dental Surgeon of U. S. P. H. S. in May, 
1936, gave the first complete review on the sub- 
ject from which most of my information has been 
derived. 

PREVALENCE 


Dental fluorosis is worldwide. In the United 
States there are 335 endemic areas in 25 states. 
Eighty-six per cent of these areas are west of the 
Mississippi, the most severely affected state being 
Texas; 28 per cent of the endemic areas being in 
Texas. Other states which are severely affected 
are Colorado, South Dakota, Arizona, Virginia, 
North Carolina and South Carolina. In foreign 
countries Argentina has the most endemic areas, 
it having 175 endemic areas. Other countries which 
have reported this are England, Italy, North 
Africa, China and Japan. 


INCIDENCE 


There is no race, color or sex differentiation: 
however some physicians have said it occurs more 
in freckled, redheaded or blond individuals. The 
incidence is directly proportional to the parts of 
fluorine per million parts of water as is also the 
severity. With one part per million only a very 
small per cent get mottled enamel; with six parts 
per million, 100 per cent get mottled enamel, and 
graduations of this are proportional thus: 

l. 1.7 to 1.8 part per million result in 40% to 
50% being affected with a very mild to mild 
degree. 

2. 2.5 parts per million result in 75% to 80% 
being affected with 25% having moderate to 
moderately severe degree. 


3. 4 parts per million results in 90% being af- 
fected with 35% having a moderate degree. 


PATHOLOGY 


The permanent teeth in particular are affected 
although in areas of marked severity the signs of 
mottled enamel are at times observed on the 
deciduous teeth. When the teeth erupt they show 
a dull chalky appearance which in many instances 
later take on a characteristic brown stain, the 
severity of the stain increasing in age. The teeth 
may show discrete or confluent pitting. They have 
no more caries than normal. There is a question- 
ably higher incidence of gingivitis. With higher 
powered microscopic work Black in 1916 showed 
there was an absence of interprismatic substance 
between the outer one-fourth and inner one-third 
of the enamel rods. In 1925 Beuset reported 
mottled dentine. It has been reported in horses, 
cattle and sheep. Dr. Lemmon in Amarillo, Texas, 
records that some of the babies have more ten- 
dency of bowing of legs even in face of constant 
antirachitic therapy. He believes this is due to a 
fluorine intoxication. To support this observation, 
Bussevain and Drea at Colorado Springs showed 
bones of the residents to have six times as high 
a fluorin content as in a control series. 


SODIUM FLUORIDE 


Fluorine is present in the water as a fluoride 
In Conway, South Carolina, in a carefully con- 
trolled experiment it was demonstrated that 
changes in the teeth of white rats given a con- 
centration of Conway water were similar to those 
produced by water containing comparable amounts 
of sodium fluoride. While fluorine is the chief 
factor other conditions influence its action as 
whether fluorine is in the water or food. It also 
depends on the combination of fluorine chemi- 
cally’’. Calcium silicofluoride and cupric fluoride 
are common offenders while difluora diphenyl, 
para-difluorobenzoic, fluorobenzene or aluminum 
fluoride apparently has no effect. Alumnium sul- 
phate in combination with fluorine reduces the 
effect. 

There is believed to be maternal transference”. 
Murray in 1936 showed that fluorine can pass 
the placenta and gain entrance to the fetus. He 
gave Albino rats an adequate diet and another 
group the same plus 0.05% sodium fluoride. Their 
litters were killed within 24 hours and the bone 
ash showed five times the amount of soduim 
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fluoride as the control series The experiment was 
repeated and the litters were killed in 21 days. 
The bones still showed these same amounts inti- 
mating that there is transference through the 
milk. 

Kempf” found that oral administration of 0.45 
to 4.52 mg. of fluorine as sodium fluoride per kilo- 
gram of body weight caused no effect on the total 
calcium, acid soluble inorganic phosphorus, hemo- 
globin or coagulation time of the blood. 

The data that was furnished me for Lea County 


is as follows”: 
Date: Parts per million: B. coli’ 
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This means that potentially Hobbs children will 
have 20 to 30% of their group affected by dental 
fluorosis in a mild degree, and I intend to investi- 
gate this later. 
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PREVENTIVE MEASURES 


Prevention may be accomplished by any one of 
several means. First fluorine free water must be 
drunk during the first eight years of life. To ob- 
tain this, one may either: 

1. Obtain a new water supply. An example of 
this was in Oakley, Idaho, where new wells were 
substituted and in Bauxite, Arkansas, where the 
water supply was changed from deep wells to the 
Saline River. 

2. Dilution of the water with another to bring 
the fluorine content down below 0.9 parts per 
million, 

3. Usage of distilled or cistern water. 

4. Treating chemically: 

(a). Magnesium oxide or magnesium hydro- 
xide precipitation results in removal but it will prove 
expensive for commercial use. 

(b). H. V. Smith of the University of Arizona 
has devised a bone filter which probably will prove 
satisfactory commercially. It is hoped it may be 
simplified in order to be attached to the water 
faucet”. 

(c). Aluminum sulphate is satisfactory if the 
PH of the water is kept exact. 
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Jaundice — A Symptom of Significance 


JAS. J. GORMAN, M.D. 
El Paso, Texas 


AUNDICE—to our patients a diagnosis, either 
J by the name of yellow jaundice or biliousness; 
to our profession only a symptom, but a symptom 
of great importance in both diagnosis and prog- 
nosis. 


It is not the purpose of this discussion to dwell 
in the realms of physiology or to review the known 
or accepted facts of the production of jaundice. 
It is sufficient to say that the presence of jaundice 
is indicative of hyperbilirubinemia in a blood con- 
centration in excess of 2 mgm. per cent in con- 
trast to the normal concentration of 0.5 mgm. per 
cent and usually suggests involvement of the 
hepatic excretory apparatus’. The cells of the reti- 
culo-endothelial system are concerned in the for- 
mation of bilirubin. The cells of the spleen and 
liver are less concerned under normal circum- 
stances while those of the bone marrow are most 
active. Nor is it an attempt to review the classi- 
fication of our cases into the known group of 
obstructive, non-obstructive or hemolytic; but 


Read before New Mexico Medical Society, Santa Fe, June 7, 1938. 


gymnastics with their application to actual cases 
and to review symptoms in relation to each other 
for after all there is no laboratory test which in 
all cases will distinguish obstructive from non- 
obstructive jaundice. 

We may encounter the symptom of jaundice 
from the first day of the life of our patients to 
the few remaining days of their physical existence. 

The obstetrician is confronted with jaundice es- 
pecially in three conditions. The most serious of 
these—that of congenital absence of the bile ducts’ 
is characterized by rapidly increasing jaundice 
associated with bile in the urine, clay colored stools 
rather to present a picture of bedside mental 
and enlarged liver and spleen. This obstructive 
type of jaundice is in contrast to the apparent 
hemolytic nature of that simple jaundice so fre- 
quently encountered, which disappears in a few 
days, in which bile is present in the stool but ab- 
sent in the urine, Infection of the umbilicus’ with 
extension along the umbilical vein produces jaun- 
dice, but is differentiated by the presence of the 
constitutional symptoms of infection. 
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JAUNDICE WITHOUT PAIN 

Jaundice without pain, though most frequently 
associated with the catarrhal type of jaundice, 
may also be seen in malignancy of the head of the 
pancreas or the occasional silent stone. Catarrhal 
jaundice, though occurring at any age, is prob- 
ably most frequently seen in the young. The onset 
of jaundice occurring four or five days following 
the symptoms of malaise, gastric irritability, 
epigastric distress without pain associated with 
dark urine and clay colored stools suggests this 
condition. However, the presence of an enlarged 
spleen requires the exclusion of hepatic cirrhosis. 
An enlarged liver so frequently encountered re- 
quires the consideration of malignancy in the age 
group over 40. Time may be a valuable factor in 
differentiating this condition in the older patients. 
The continued icteric discoloration and enlarge- 
ment of the liver in the more prolonged cases, 
must not necessarily be confused with malignancy 
for it may be only an indication of a transition 
of liver damage from the mild catarrhal type to 
that of chronic hepatitis. Loss of weight is an 
associated symptom of importance and character- 
istic of malignancy of the pancreas or liver, but 
less commonly encountered in the chronic catar- 
rhal cases. A positive‘ galactose test is present in 
a high percentage of this group. 


CATARRHAL TYPE JAUNDICE 


The jaundice in the catarrhal type increases or 
decreases steadily in contrast to the intermittent 
nature of that observed in the acute and chronic 
gall bladder infections in which there is an as- 
sociated infection of the biliary and hepatic ducts 
or in hepatic cirrhosis. Whether or not the jaun- 
dice and the biliary infection are associated with 
stone formation, there is usually an intermittency 
of the obstructive symptoms. It must be remem- 
bered that at times the only symptom associated 
with biliary infections is jaundice associated with 
constitutional symptoms, such as fatigue or short- 
ness of breath. A recurrent low grade temperature 
is not uncommon but this may also be associated 
with malignancy, especially of the liver. The re- 
current nature is not characteristic of a catarrhal 
infection. Again, loss of weight is uncommon. The 
enlarged liver presents no differential features of 
value nor does the presence of bile in the urine 
nor clay colored stools, for this may be present 
in any of the obstructive group. Roentgen dye 
studies are of value in visualizing the presence of 
stones or a diseased condition of the gall bladder. 
The non-visualized gall bladder should never be 
accepted as prima facia evidence of gall bladder 
pathology. It should suggest re-examination after 
a short period of medical management. 


GALL BLADDER ENLARGEMENT 
The presence of an enlarged gall bladder asso- 
ciated with jaundice suggests two possibilities of 
importance. The enlarged, non-tender, palpable 
gall bladder suggests at once the consideration of 
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pancreatic malignancy. Associated symptoms of 
vague abdominal pain regardless of location and 
not infrequently present on the left side of the 
abdomen, loss of weight, a palpable mass in the 
region of the first portion of the duodenum, dis- 
placement of the stomach by X-ray visualization, 
mental depression, and an unbalanced emotional 
state are all symptoms necessitating careful eva- 
luation. The recognition of a palpable gall bladder 
is of such great diagnostic significance that Euster- 
man advises the use of a sterile solution of Nem- 
butal intravenously to facilitate examination in 
these cases. 

A similar enlargement of the gall bladder which 
is palpable and tender is rarely encountered and 
is highly suggestive of malignancy of the gall 
bladder, which by the time jaundice has appeared 
may be associated with extension to the liver. A 
past history of long, continued gall bladder di- 
sease, especially when stones are known to be or 
have been present, associated with loss of weight 
and anemia, makes the impression of malignancy 
more certain. 

The post-operative gall bladder in which jaun- 
dice develops may show such a complex picture 
that only exploration can differentiate between 
cicatrization of the common duct resulting from 
operative trauma or common duct stone. 

Jaundice is not a persistent or usual feature of 
portal cirrhosis, and when it appears with other 
symptoms such as nausea, vomiting, anorexia or 
hematemesis, it should always suggest the exciu- 
sion of gastric pathology for gastric malignancy 
with no palpable findings may be sufficiently far 
advanced to have produced extension to the liver. 
A history of gastric symptoms and X-ray visuali- 
zation is invaluable in this differential. 


BILIARY CIRRHOSIS: 


Biliary cirrhosis must be considered when we en- 
counter a slight but persistent jaundice occurring 
in young patients presenting slight constitutional 
and gastro-intestinal symptoms and an enlarged 
liver and spleen. Acute gall bladder disease is 
usually excluded by the absence of more marked 
jaundice and the presence of bile in both stool and 
urine. It must also be differentiated from hemo- 
lytic jaundice which is characterized by weakness, 
marked anemia, an enlarged spleen and varying 
degree of temperature. Increased fragility of the 
red blood cells presence of’ microcytosis and urobi- 
lin in the urine are almost always found in the 
latter condition and serve as valuable differential 
findings. The presence of gall stones in this con- 
dit-on should not confuse the picture with gall 
bladder pathology as they are frequently present. 


TOXIC TYPE OF JAUNDICE 
We usually expect to find a history of exposure 
to irritants or the ingestion or administration of 
drugs in the toxic group. However, the diagnosis 
must at times be made without this assistance 
either from the refusal of the patient to admit 
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taking of such drugs or the fact that this condi- 
tion may be produced by septic infections. The 
onset of jaundice with nausea and vomiting, fol- 
lowed by dilirium and coma in a few days, associa- 
ted with diminished liver dullness is characteristic 
of acute yellow atrophy. However, it must not be 
forgotten that this condition may exist over a 
period of three or four weeks and may be con- 
fused with simple catarrhal jaundice. The anorexia 
in catarrhal jaundice may be replaced by a raven- 
ous appetite in this type of case. Jaundice in- 
creases but there is bile present in the stool in 
contrast to diminishing jaundice with the presence 
of bile in the stool in the catarrhal type. Likewise, 
in the more severe types of catarrhal jaundice 
with increase in jaundice one can expect a defi- 
nite increase in the size of the liver which will 
become palpable. This contrasts with the progres- 
sive dim'nution of liver dullness in the acute de- 
generation. In this connection, I have been inter- 
ested in the possible production of a mild damage 
to the liver cells resulting from the continued in- 
jections of cacodylate preparations, having ob- 
served a reasonable number of cases presenting 
the symptoms of catarrhal jaundice while taking 
these preparations, All these cases showed about 
the same duration in obtaining relief of symptoms 
as noted in the catarrhal group and though the 
incident is probably only a coincidence, it suggests 
possible damage resulting from long continued use 
of these preparations. 

Phosphorus poisoning will present an enlarged 
liver which will be associated with the character- 
istic odor of the vomitus and the violent symptoms 
of gastric irritability. 

In prognosis jaundice may be a symptom of ex- 
treme importance in some of the acute infectious 
diseases. A slight jaundice in pneumonia may be 
insignificant, the development of a deep jaundice 
which usually occurs about the end of the first 
week and is of very rare occurrence bespeaks a 
serious prognosis. 


HEMORRHAGIC TENDENCIES 

As regards the bleeding occurring in the pres- 
ence of a jaundice, we are familiar with the in- 
creased tendency of hemorrhage in the complete 
obstructive cases having a marked degree of jaun- 
dice which are predominately caused by malig- 
nancy either of the head of the pancreas or 
the bile ducts. Walters stresses the relief of biliary 
obstruction as an important factor in increasing 
the coagulability of the blood and decreasing the 
tendency in the presence of jaundice. Boland sug- 
gests the exclusion of bile from the intestines as 
a contributory factor to the development of the 
hemorrhagic tendency, and further suggests a pro- 
longed prothrombin time as an excellent prog- 
nostic index of the severity of post-operative 
hemorrhage. Quick has developed a simple pro- 
cedure for determining prothrombin in blood. The 
use of calcium to lower the coagulation time ap- 
pears to be without value since Moss and others 












report that a deficiency in calcium is not constant 
in jaundice. Snell and co-workers have recently 
presented valuable experimental and clinical data 
on the administration of vitamin K together with 
bile or bile salts for patients who have jaundice 
with apparent proof that this method of treat- 
ment has reduced elevated prothrombin to within 
normal limits and in certain cases probably has 
prevented hemorrhage or has had a definite in- 
hibitory effect on actual bleeding. Transfusions as 
advocated by Pemberton for many years are of 
value in preoperative cases and area of at least 
temporary value in checking hemorrhage. Mc- 
Nealy" recommends the use of Viosterol in check- 
ing the tendency to hematemesis in cases of he- 
patic insufficiency. Quick emphasizes the fact that 
icterus itself cannot be the cause of bleeding, for 
only a small percentage of jaundiced patients 
bleed or show any hemorrhagic tendency. 

The value of glucose in either medical or sur- 
gical cases in the presence of liver damage is so 
great and so uniformly accepted that it need not 
be stressed further. 

Comfort describes a _ constitutional jaundice 
which he ascribes to an abnormally high thres- 
hold of bilirubin excretion, He feels that the pa- 
tient’s complaint of biliousness should not be 
regarded lightly for it may be indicatve of con- 
stitutional hepatic dysfunction which later may re- 
sult in cholecystic disease. 

The observations of Hench” and Thompson and 
Wyatt" in the relief of symptoms of atrophic 
arthritis from spontaneous or artificially produced 
jaundice are of great interest and further ex- 
perimental work in this field may prove of in- 
estimable value in the relief of such a chronic 
condition. 

LABORATORY TESTS 


The more elaborate laboratory tests may be of 
considerable value in differential diagnosis but 
at other times are very disappointing. The icteric 
index is of great value in recognizing the latent 
stage of jaundice and also in measuring the de- 
gree of jaundice. The galactose test may indicate 
intrahepatic jaundice or liver damage. The Van 
den Bergh test is of variable value. Bloomfield” 
states that with slight degree of icterus regard- 
less of cause one gets the indirect reaction and 
with intense jaundice always the direct. The” 
cholesterol esters are reduced or disappear in 
hepatic degeneration and in complete biliary ob- 
struction are increased. Valuable studies in the de- 
termination of quantitative urobilinogen have been 
made by Watson”. 

I wish to summarize some of the points in 
diagnosis with their application to actual disease. 

Case 1. Male, age 47, complaining of fatigue. 
shortness of breath, and depressed energy. Oc- 
casional nausea and fullness after a heavy meal 
were the only digestive symptoms. Jaundice of the 
skin and sclera, highly colored urine, clay colored 
stools and low grade fever had been present at 


intervals for five months. The liver edge was pal- 
pable, The degree of jaundice and the age would 
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necessarity require consideration of malignancy 
or the chronic hepatitis resulting from the catar- 
rhal type, but the history of intermittency of the 
jaundice, low grade temperature and absence of 
loss of weight justified the diagnosis of pathology 
of the biliary tract, which was confirmed by dye 
studies which showed a contracted gall bladder 
apparently adhered to the liver, which emptied 
slowly and contained a stone. Operation con- 
firmed these findings. 

Case 2. Male, age 58, operated for drainage of 
the gall bladder 24 years previously, with relief 
of discomfort for seven years and recurrent at- 
tacks of discomfort for a period of 18 years. On- 
set of jaundice preceded by a dull paroxysmal 
pain in the right upper quadrant which had be- 
come more intense, and severe enough to require 
frequent medication for relief, associated with loss 
of weight of 25 pounds in one year. There was a 
tender mass palpable in the gall bladder region 
and a low grade anemia. The age, the increasing 
intensity of the pain, paroxysmal in character, the 
tender palpable mass, loss of weight, and anemia 
with a history of previous gall bladder disease in 
association with increasing jaundice indicated 
malignancy of the gall bladder with probable ex- 
tension to the liver. Both findings were confirmed 
by operation with the diagnosis of primary adeno- 
carcinoma of the gall bladder. 

Case 3. Female, age 58, with a history of weak- 
ness, loss of weight, digestive symptoms and ner- 
vousness for a period of eight months, jaundice of 
two weeks’ duration and severe epigastric pain for 
one week, presenting a marked degree of jaundice, 
palpable liver edge, a palpable but not tender gall 
bladder and a stony hard mass in the region of 
the duodenum. Diagnosis of cancer of the head of 
the pancreas was confirmed at operation. The ob- 
struction was not relieved at the time of operation 
and severe hemorrhage occurred the third post- 
operative day. 

Case 4. Male, age 58, examined by several phy- 
sicians and in two clinics for progressive loss of 
weight, abdominal pain of a boring character and 
severe nervousness, mental depression and mel- 
ancholia over a period of 16 months with several 
diagnoses including duodenal ulcer and neuresthe- 
nia, revealed the true nature of the disease to be 
malignancy of the head of the pancreas by the 
development of jaundice. The mental symptoms 
associated with the loss of weight and abdominal 
pain could very well have led to the correct 
diagnosis. 

Case 5. Female, age 39, with low grade tempera- 
ture, aching of the joints, slight digestive symp- 
toms, enlarged spleen, faint jaundice, red blood 
count—1,195,000, hemoglobin—30% with increased 
fragility of the red blood cells, urobilin in the 
urine and gall stones noted on a flat abdominal 
plate. Marked anemia, enlarged spleen, and in- 
creased fragility of the red blood cells were suf- 
— to make the diagnosis of hemolytic jaun- 
ice. 

Case 6. Female, age 21, obese, seen in consulta- 
tion with an illness of three weeks’ duration. On- 
set with weakness, nausea, and vomiting of two 
days’ duration followed by cessation of these 
symptoms and development of a ravenous appe- 
tite. Jaundice developed on the fourth day associa- 
ted with clay colored stools and highly colored 
urine. The color of the stool became normal, jaun- 
dice continued to increase and edema developed 
on the fourteenth day. A diagnosis of catarrhal 
jaundice which had previously been made was 
easily disproven by the presence of bile in the stool, 
the increasing jaundice, and diminishing size of 
the liver dullness. On the twenty-third day nausea 
and vomiting again developed followed by an in- 
crease in temperature, nervousness, coma, and 
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death. Post mortem examination showed extreme 
diminution in the size of the liver, confirming the 
clnical diagnosis of acute yellow atrophy. It was 
impossible to obtain a history of drugs in this 
case, but it was later learned that the patient had 
taken dinitrophenol tablets for purpose of reducing. 
CONCLUSION 

In conclusion I wish to emphasize the necessity 
of a careful history and clinical examination in- 
cluding the ordinary simple laboratory tests such 
as stool, urine, and blood, and also the Roentgen 
ray in the differential diagnosis of jaundice. Other 
laboratory tests to be employed as indicated. A 
correct differential diagnosis may often be the 
means of recognizing a condition which if sub- 
mitted to prompt surgery or appropriate medical 
management may be the difference between life, 
death or chronic invalidism of our patient. 
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DISCUSSION 


Dr. H. M. Mortimer, Las Vegas, N. M.: 


Dr. Gorman has covered the subject of clinical 
jaundice pretty completely. He mentioned car- 
cinoma of the pancreas as an important condition 
to be considered in the differential diagnosis of 
jaundice. Some years ago at the Cook County Hos- 
pital I reviewed the clinical records of 50 cases of 
carcinoma of the body and tail. These, of course, 
included not only carcinoma of the head of the 
gland but also included cases of carcinoma of 
the body and tail. In only approximately 50% 
of all cases did jaundice appear though when 
the head of the gland was involved it caused 
jaundice in 95% of cases. Occasionally though 
even when the head of the gland was involved, 
the common duct was not occluded and there 
was no jaundice. Two such cases were found. The 
diagnosis of the condition is extremely difficult 
clinically and in the vast number of cases can 
only be surmissed before operation or autopsy. 
There are no exact laboratory procedures to point 
the way and the clinical picture is certainly vari- 
able. Two symptoms commonly associated in our 
minds with this condition, namely d.abetes and 
fatty stools, were found present very infrequently, 
diabetes being present in only 15% of the cases 
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and fatty stools were noted in only one case in 
the 50. 

X-ray examination is usually negative unless by 
extension the tumor produces a filling defect of 
the greater curvature of the stomach. 

The most common symptoms are pain and 
weight loss which occur probably in 95% of cases. 
The pain is usually epigastric and of a vague bor- 
ing type which was frequently associated with a 
pain in the left side of the back in the lower 
thoracic or upper lumbar region. This back pain 
was noted to be quite characteristically most severe 
when the patient was lying down and which was 
frequently relieved by- sitting up or bending the 
hody forward. Dr. Gorman mentions an unbal- 
anced and depressed nervous state as a symptom 
and is one which I have never seen recorded previ- 
ously. 

Primary carcinoma of the biliary passages is a 
much more common condition in the production 
of jaundice than is malignancy of the pancreas. 
Even in carcinoma of the bile ducts the jaundice 
may be intermittent in the earlier stages and in 
association with pain cause confusion with lithiasis. 

Luetic hepatitis with a usually enlarged and ir- 
regularly nodular liver and positive serology is a 
rather rarely seen cause of jaundice. 

In the hemolytic group such as seen in perni- 
cious anemia, sickle-cell anemia, drug or mush- 
room poisoning, the diagnosis is usually clear with 
the characteristic blood findings or the etiologic 
history. 

Jaundice from another interesting angle is its 
relation to an apparent beneficial effect on the 
chronic arthritic states. This effect was, I believe, 
first noted in patients in whom a toxic chemical 
jaundice had been accidentally produced by the 
use of cincophen in the treatment of their arthri- 
tis. Since then artifical production of jaundice by 
the intravenous injection of rather large amounts 
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of bilirubin has met with some success and further 


_ gstldies in this relation to arthritis will be watched 


with interest. 


Dr. R. Mendelsohn, Albuquerque, N. M.: 


Dr. Gorman has presented a very interesting 
paper. In regard to differential diagnosis, he men- 
tioned taking a careful history. We could all bene- 
fit by doing that. I have in mind particularly a 
case of carotenemia. A careful history would have 
elicited the fact that the patient had been a glut- 
ton for carrots. Another condition which is not 
infrequently seen in the Southwest is malarial 
hepatitis. It is quite frequently seen in the tropics, 
of course. This condition may be easily diagnosed. 
Then there is also Weil’s disease, which we would 
find more frequently if we examined the urine. 
Another condition is a fungus infection of the 
skin producing a yellow pigment. These are all 
comparatively minor disabilities that respond 
readily to treatment and correctly diagnosed will 
relieve the patient of tremendous anxiety. 


Dr. Gorman (Closing): 


I appreciate the discussion of Dr. Mendelson and 
Dr. Mortimer. Dr. Mendelson mentioned another 
important cause of jaundice, that of malarial 
hepatitis, a subject which he is well qualified to 
discuss with his experience in tropical diseases. 
In reply to Dr. Mortimer’s question regarding the 
nervous manifestations encountered not infre- 
quently in carcinoma of the pancreas, Yaskin first 
reported a similar experience in 1932. Latter and 
Wilbur discussed the same findings in 1937. No 
definite cause can be advanced for the production 
of these symptoms. If any doubt is entertained re- 
garding a correct diagnosis in suspicious pan- 
creatic malignancy an exploratory operation is 
justifiable for other conditions which are amen- 
able to surgery may mimic this unfortunate di- 
sease. 





Treatment of Toxemia of Pregnancy 


PRESTON T. BROWN, M.D. 
Phoenix, Arizona 


HIS paper was suggested by the program com- 

mittee. It is not an original contribution and 
I did not ask to present it. A paper on this sub- 
ject necessarily partakes of the nature of an es- 
say on public health, since the toxemias of late 
pregnancy have interested public health men to 
considerable extent in recent years. There has 
been very little new information on the subject, 
and I have personally made no new discoveries 
about the cause or treatment of toxemias. All that 
I know on the subject is to be found in the litera- 
ture and is available to everyone. Judging from 
mortality records, however, we are forced to as- 
sume that physicians either will not read the 
literature or will not put into practice the recom- 
mendations of the authorities. In fact, in this 
state we have found that they are reluctant to 
attend postgraduate courses in obstetrics, even 
when they are presented without cost. Therefore, 
a paper such as this which is entirely a review and 
partakes of the nature of an editorial has its place 


Read at Arizona State Medical Association, 
Tucson, April 21, 1938. 





on a program which should be devoted to new 
things. 

The only year for which accurate statistics on 
maternal mortality in Arizona are available is for 
1936. In that year 88 puerperal deaths were re- 
corded in Arizona. These 88 deaths included quite 
a number of septic abortions, ectopic pregnancies, 
and other complications of early pregnancy, but 15 
were due to the late toxemias of pregnancy. Almost 
one-fourth of the maternal deaths were due to a 
condition which may be prevented from becoming 
serious, and almost always may be prevented from 
resulting in a fatal outcome. The responsibility 
for the prevention of the serious effects of toxemia 
lies with the patient, as well as with the physician, 
but in other states where detailed studies have 
been made to place the responsibility, it has been 
found that the medical attendant must bear over 
half of it. We have no reason to assume that we 
are any better in this regard in Arizona than else- 
where. The extension of public health nursing in 
the rural communities, and attendance at post- 
graduate courses, is not withheld. 
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*140-150 45 29 44 
**146-147 9 20 10 34 12 


*140-150 5 ll 2 6 5 
**146--147 3 60 1 50 3 


*Diseases of Pregnancy, child birth and the puerperal state. 


**Puerperal albuminuris and eclampsia. 


A year ago, H. J. Stander said at the American 
Gynecological Society that he knew nothing about 
the etiology of the-late toxemias of pregnancy. 
Stander, a qualified chemist, has spent 20 years in 
studying the toxemias and if he says that he knows 
nothing about the etiology, it means that anything 
about etiology is unknown and it is not worth our 
while to consider that phase of the subject. Since 
the etiology is unknown no rational prevention 
of the condition can be carried out. However, it 
is possible to detect it in its early stages and to 
prevent it from passing into the more serious 
stages except in a few fulminating instances. 


WATER BALANCE 

The relation of the water balance of the body 
to the development of toxemia and its treatment 
has received considerable attention; most notably 
by M. Edward Davis. The water balance of the 
body is a regulation of the output of water to that 
of intake. Pregnancy normally is characterized by 
a positive water balance, that is the intake of wa- 
ter exeeds the output, resulting in a retention of 
water which is most marked in the last trimester 
of pregnancy. Much of this is taken up by the 
fetus, placenta and the uterus, however, there is 
a marked increase. in the volume of blood, which 
chiefly consists of a fluid increase since the hemo- 
globin and cellular content do not keep pace with 
the increase in fluid. The toxemias of pregnancy 
still further disturb the water balance resulting in 
a pathologically positive retention. The retention 
may occur quite rapidly and may be manifested 
by a sudden increase in weight even before the 
appearance of pitting edema. In addition to the 
storage of water there occurs a retention and stor- 
age of chlorides, which is of practical importance 
in considering treatment. Whether this positive 
water balance leads to, or is the result of vaso- 
spasm which occurs in the brain, kidneys and other 
parenchymatous organs, is a matter of doubt but 
vaso-spasm does seem to be related to the de- 
velopment of convulsions. 

For the purpose of treatment it is desirable to 
simplify the classification of the late toxemias of 
pregnancy, and one may profitably discard the 
complicated outlines which divide the subject into 
five or six different disease groups. It is suggested 
for our purpose to consider the late toxemias as 
those with convulsions, and those without con- 
vulsions, and subdividing each into mild and severe 
types. The treatment varies somewhat as to 
whether convulsions have or have not occurred 
but otherwise nothing of practical value is gained 
by considering low reserve kidneys, nephrosis and 
nephritis as separate diseases. 
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Tota! 


51 82 251 
27 12 23 15 18 58/23% 
11 10 20 15 18 37 
60 2 20 2 13 11/29% 


PRENATAL CARE 


Prenatal care is of outstanding importance in 
the treatment of the toxemias of pregnancy, since 
the earliest possible recognition of the condition 
and the earliest application of the empirical meth- 
ods of treatment which have been shown to be of 
value are our only defense. Satisfactory prenatal 
care depends upon the education of the public to 
seek early and adequate supervision, and education 
of the medical profession to offer at least the ir- 
reducible minimum. There are numerous elements 
of prenatal care which may be considered luxuries, 
but the following should be considered necessities. 
A Wasserman test at the time of the first visit, 
careful pelvic measurements, frequent recording 
of blood pressure and weight, and frequent analysis 
of the urine for albumin. The last three, that is 
weight, blood pressure and a test for albumin are 
simple determinations which can be made by any 
physician by instruments which should be avail- 
able any where. The observation of the weight is 
particularly important as toxemias may be mani- 
fested early by an excessive pressure or albumi- 
nuria. These examinations should be made at least 
monthly in the first seven months and then at 
least twice a month during the later period of 
pregnancy, and if any abnormality appears they 
should be made at weekly intervals. An attempt 
to hold the weight gain down to a total of 20 to 
25 pounds during the course of pregnancy is ap- 
parently of some prophylactic value, for almost 
all women suffering from toxemia have gained an 
excessive weight. Whenever a gain or six or eight 
pounds occurs in a period of one or two weeks it 
may be taken as a presumptive sign of toxemia, 
even in the absence of elevated blood pressure and 
albuminuria. When the blood pressure rises to 
over 140, this rise is an evidence of toxemia and 
an output of more than three gms. of protein in 
a 24 hour specimen of urine likewise means 
toxemia. 

MILD CASES 

The treatment of mild cases without convulsions 
may be ambulatory and should consist of 10 hours 
bed rest at night with a morning and afternoon 
nap. The use of phenobarbital or potassium bro- 
mide to secure freedom from nervous irritability 
is desirable. Careful measurements of the output 
of urine should be made and the fluid intake 
should be limited to a smaller amount than the 
output. At the same time the elimination of salt 
from the diet with an emphasis on carbohydrates 
and a limited amount of protein should be main- 
tained. Further elimination of the positive water 

(Continued on page 325) 
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MORE HOSPITALS NEEDED? 


Part of the annual $850,000,000 the National 
Health Conference wishes the Federal government 
to spend would be ear-marked for the construc- 
tion of new hospitals. In the light of a survey, 
recently made by the Council on Medical Educa- 
tion and Hospitals, it must appear doubtful wis- 
dom to increase the number of hospitals in the 
land. In view of the fact that American hospitals 
are today operating considerably short of their 
bed capacity it would seem to be better practice 
to more fully utilize the hospital facilities already 
provided. New hospitals built under the recom- 
mendations of the National Health Conference 
would serve only about 112% of the population of 
the United States. One of the hackneyed argu- 
ments of the bounty-minded Do-gooders of today 
is that inadequate hospitalization facilities are 
available to the American people. An examination 
of that contention must lead the objective-minded 
to other conclusions. 

According to the recent comprehensive survey 
of the Council of Medical Education and Hospitals 
there are 6,128 hospitals in the United States. 
2,133 counties have at least one recognized hos- 
pital. There are only 13 counties no part of which 
is within 30 miles of a hospital. There are 368 
counties which lie in part within and in part with- 
out a circle of 30-mile radius surrounding exist- 
ing hospitals. 1,896,536 people in the United States 
live beyond 30 miles from an existing hospital. 
This figure represents but 142% of the total popu- 
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lation. There are 1,124,548 hospital beds in Amer- 
ica, They are at present 84% occupied. It must 
be a matter of considerable doubt that new fa- 
cilities of hospitalization should be provided by the 
Federal government. It would seem now that, in- 
stead of the “lower third” we are to be asked to 
consider the lot of the lower 142% in a struggle 
to provide them with something which they may 
or may not need. 





PURPOSEFUL TURBULENCE 

Articulate correspondents of the press of the na- 
tion possess one premise in common in their at- 
tacks on American medicine. This premise slyly 
asserts that the physicians of America, through 
and in the American Medical Association, are 
indi;ferent to the health needs of the American 
public. Since the battle of printers ink is upon 
the land, who is to contradict the glib assertion 
of these writers when they say that 60,000 babies 
die needlessly for want of medical attention? Just 
how, in their omnipotence, do they know that these 
statements bear even a trace of truth? To date not 
one dispassionate, objectively-written piece on the 
status of American medicine has appeared in any 
publication of general circulation. Rather has the 
medical profession of the land been purposely, 
skillfully put on the defense by a thousand half- 
truths, sensational accusations that could not 
stand the scrutiny of even a Podunk J. P. Court. 
The key word of this campaign seems to be attri- 
tion. A nip here, a bite there, a hurried kick in 
tender parts—these in time must wear the victim 
down. 

Indifferent to the health needs of the Ameri- 
can public? Not the man who has devoted 10 to 
15 of the finest years of his life to difficult study 
and the toughest sort of mental discipline in mere 
preparation for his career in caring for the sick! 
Indifferent? Not the man who must after leaving 
his formal training spend much of his time and 
income in keeping abreast of the rapid march of 
science. Indifferent? Not the man who has fought 
death at the bedside of a needed mother, and in 
the dawn given her back to her loved ones! In- 
different? Surely not the man who races through 
the night to open the passage for air into the 
lungs of a baby choking from diphteria. Indif- 
ferent? Not the man keeping hours-long vigil at 
the side of the desperately sick patient watching 
for the first faint flutter of returning life! Indif- 
ferent? Not the man, most often with babies at 
home, who walks into the face of dangerous epi- 
demics alone, and brings healing. Indifferent? Not 
the man who in the poverty-stricken home of the 
sick buys the needed medicine and serums himself. 
Indifferent? Not the man sworn to the highest 
code of ideals the world has ever known, who daily, 
hourly, comforts and eases the way for the rest of 
humanity! 

And yet today the very man who of all men 
would not be indifferent stands accused by clever 
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assailants of being indifferent to the health of his 
people. For in the ultimate analysis, aside from 
the usual calamity-howlers and trouble makers 
endemic in a democracy, there are many sincere, 
albeit misinformed, people who stand in responsi- 
ble places, lustily accusing the medical profession 
of indifference. 

American physicians have realized for all the 
years of the republic that the sick poor needed 
more help in overcoming sickness. And they have 
stood ready to give of their services in the same 
measure here as would be accorded the family 
who could pay. But too often these poor families 
could not go to the hospital, could not hire needed 
nurses, could not buy expensive appliances and 
medicines. The fees of the family physician and 
the specialist did not stand in the way of better 
care for these poor families. And they never have! 
Furthermore, the physician himself was not and 
is not responsible for this state of things. He has 
done and will do his part faithfully, because if 
he weren’t that type of man he couldn’t have gone 
into medicine in the first place. Who, then, is re- 
sponsible for the lack of these aids to the poor 
sick of America? Is Society at large? If we accept 
the tenets of the newer dispensation in the land, 
then Society itself is responsible for securing to 
every family in this country adequate hospitaliza- 
tion, free nursing care, free medicines, free surgi- 
cal appliances, free convalescent domicile. Let not 
the physician be blamed for the lack of these 
things. Let the burden fall on those to whom it 
rightfully belongs. 

For ages past the man of medicine has borne 
cheerfully, willingly, his part of the task of caring 
for his brother. He hasn’t had the time or the will 
to leave his laboratory or the sick-room to defend 
himself against petty charges. But a new day has 
come wherein the radio, the press, the orators, 
the politicians intrude their battle cry into his 
daily life. He cannot help but hear the fury of 
the tilting at him. Isn’t it time for him to dis- 
seminate the truth of the entire matter? Truth 
is the only argument that ever wins, any way, 
and the American physician, if he must, can ren- 
der that in full measure. 





SOUTHWESTERN MEDICAL 
ASSOCIATION 


The 1938 session of the Southwestern Medical 
Association will be held in El Paso, October 27, 
28, 29. At this meeting Dr. Howell Randolph, of 
Phoenix, will assume the presidency, succeeding 
Dr. Leroy S. Peters, of Albuquerque. Dr. Bob Ho- 
man, of El Paso, has been named general chair- 
man of the 1938 session. Negotiations for meeting 
place and program are at present under way. The 
program committee, composed of Dr. Henry Saf- 
ford, chairman, and Drs. Orville Egbert and M. P. 
Spearman, plan an intensely practical program 
this fall. A total of seven or eight nationally known 
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speakers are to be engaged. Acceptances to date 
are four, including a clinical pathologist, a proc- 
tologist, a pediatrician and a general surgeon. All 
speakers have teaching connections with medical 
colleges and thus are expected to approach the 
Southwestern meeting with a teaching attitude. 
Several unusual ideas regarding entertainment, 
exhibits and conduct of the meeting are being 
considered by the E] Paso committee. It is their 
aim to increase the usefulness of this clinical con- 
ference to the physicians of the entire Southwest. 
Any ideas or suggestions. should be forwarded to 
Dr. Bob Homan, list National Bank Bldg., El Paso. 
A more complete announcement of the program 
will be made in the September issue of SOUTH- 
WESTERN MEDICINE. 





TREATMENT OF TOXEMA OF PREGNANCY 
(Continued from page 323) 


balance may be obtained by the use of magnesium 
sulphate given by mouth. 


SEVERE CASES 


In more severe cases, or those where the am- 
bulatory treatment fails to produce improvement, 
the patient should be hospitalized, or placed on 
complete bed rest at home when hosp:talization 
is not available. The dosage of sedatives should 
be increased to the amount of 142 ers. of pheno- 
barbital three times a day or a corresponding 
amount of bromides. The elimination of fluid 
from the tissues by the intravenous injection of 
500 c. c. of 20% glucose solution, two or three 
times daily, is desirable in addition to the oral 
administration of magnesium sulphate. The diet 
should consist of fruits, vegetables and fruit juices 
with no salt. By simple procedures such as these 
the pregnancy can usually be carried safely until 
the baby is viable. It is undesirable to permit preg- 
nancy to continue until toxic convulsions occur, 
or until permanent, irreparable damage to the kid- 
neys has been done. Pregnancy should be termi- 
nated according to Davis if the symptoms and 
signs fail to improve under proper treatment, or 
if cerebral, visual or gastro-intestional symptoms 
develop, or if a favorable water balance cannot be 
produced, or in the presence of a cardio vascular 
impairment, The induction of labor, when such 
is decided upon, can usually be carried out by 
artificial rupture of the membranes, together with 
castor oil, quinine or pituitrin. The use of a Voor- 
hees or bougie is preferred by some. Caesarean 
Section should not be employed in the absence 
of other indications, since it is an operation in- 
tended to save fetal life and we are well aware 
that the fetus is often already impaired by the 
toxemia and may not survive. 

The treatment of toxemia with convulsions is 
entirely medical. We do not know what is the 
best method of treatment, but the worst procedure 
is Caesarean Section. The patient must be kept 
under constant observation in a dark room. Fre- 
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quent records of temperature, pulse, respiration 
and blood pressure should be made. Morphine is 
the most effective drug for the controlling of con- 
vulsions and should be given in an init:al does of 
% to Yer. and repeated hourly until the convul- 
sions are controlled or the respirations reduced to 
12 per minute. Magnesium sulphate may act as a 
severe respiratory depressant if given intravenously. 
10 c. c. of 25% solution may be given intramus- 
cularly after each convulsion. Diuresis is pro- 
moted by intravenous injection of 500 c. c. of 20% 
solution, or in smaller amount of 50% solution. 
The interruption of pregnancy is not considered 
until the convulsions are controlled, and Caesarean 
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Section should never be done unless for definite 
obstetrical conditions aside form the toxemia. Rup- 
ture of the membranes or the introduction of a 
Voorhees bag will usually start labor. Quite often 
labor begins during the convulsions and may prog- 
ress without disturbance to the patient and some- 
times unnoticed by the attendant. 

Other methods of treatment are recommended 
and equally good results are reported from various 
clinics. The above, however, is a simple regimen 
which may be carried out almost any place. In 
general we follow: the recommendations of the 
Chicago-Lying-In Hospital group to whose pub- 
lications those interested are especially referred. 


15 E. Monroe 8t. 
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RED CROSS MEDICAL POLICIES 
ENDORSED 


The House of Delegates at the 89th annual ses- 
sion of the American Medical Association at its 
meeting in San Francisco, June 14th, approved 
the medical policies of the American Red Cross 
as applied to disasters. These policies were pre- 
sented by Dr. William De Kleine, medical adviser 
of the Red Cross, and Dr. Herman M. Baker, who 
who is both president of the Indiana State Medi- 
cal Association and chairman of the Evansville 
Red Cross Chapter. 

In the main, the Red Cross statement set forth 
that the primary responsibility for the care of the 
sick and injured in disasters rests with the local 
physicians. The medical service given by the Red 
Cross is not a substitute for the services of the 
local physicians and dentists. Rather it cooperates 
with them and assists them by organizing and di- 
recting medical relief work and by providing the 
facilities which are lacking during the emergency. 

Every effort is made by the Red Cross to main- 
tain and re-establish as quickly as possible the 
pre-disaster relationships between physicians and 
dentists and their patients, though in the first few 
days it is often necessary to apply aid on a mass 
basis in emergency medical stations. This practice, 
however, is discontinued as soon as possible; and 
patients are referred to their own physicians and 
dentists. 

Red Cross medical and dental assistance is in- 
tended—said the statement—only for those who 
are ill or injured because of the disaster and who, 
because of lack of private resources, are unable 
to obtain care. Exceptions may be made in certain 
emergencies (obstetrics for example), when medi- 
cal service is not otherwise available. 





From his experience in the Evansville district in 
the last flood, Dr. Baker says he saw the need 
for more planning to effect speedy cooperation of 
all elements, governmental and otherwise, that en- 
ter the relief picture in the early stages after a 
disaster strikes. 

While discussing the relief and rehabilitation 
work in Indiana, Dr. Baker said he was not un- 
mindful of the fact that this great flood had af- 
fected the homes of a million and a quarter per- 
sons and that close to one million persons had 
come under Red Cross care. 

—Red Cross Courier. 





RS 
Raphael B. Burfer 


Dr. Raphael B. Durfee, widely known in medi- 
cal and public health circles throughout the 
Southwest, died at Bisbee, Arizona, on July 24, 
1938, and was buried in the Evergreen Ceme- 
tery of that city on July 27. Dr. Durfee was 
born at Washington, D. C., on September 14, 
1875, and received his degree from George Wash- 
ington College of Medicine in 1902, also serving 
his internship in Washington. 

Dr. Durfee had wide experience in the field 
of medicine. Upon coming West, he was an in- 
structor in pathology and anatomy at the Col- 
lege of Physicians and Surgeons at Los Angeles, 
which institution was the forerunner of the 
University of California School of Medicine. 
From 1908 to 1916 he served as city bacteri- 
ologist for Los Angeles where he became rec- 
ognized as an outstanding public health au- 
thority. In 1916 he located in Bisbee, Arizona, 
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to become health officer for the city as well 
as for Cochise County, his work continuing to 
attract the favorable attention of public health 
authorities throughout the Southwest. His 
health unit has always served as a model for 
similar public health actvities. Attesting to his 
worth in this field he served three times as 
president of the Arizona Public Health Associa- 
tion. 

Dr. Durfee was a veteran of three wars, serv- 
ing in a medical capacity during the Spanish- 
American, the Philippine, and the World War. 
He was made a member of the board of gov- 
ernors of the Gorgas Memorial Foundation for 
Tropical Medicine in recognition of his work 
during the Spanish-American War. 

The passing of Dr. Durfee is keenly felt among 
his personal frends as well as in medical and 
public health circles, 

a eee LE 
SURGERY OF BENIGN PROSTATIC 
OBSTRUCTION 
H. M. PURCELL, M.D. 

Phoenix, Arizona 


The surgical problem is removal of the mass 
producing obstruction to urination. This of itself 
should be simple but it is complicated by, as is the 
rule, urinary infection; a senile patient, often 
with marked debility; and reduced kidney func- 
tion because of the obstruction. If we institute im- 
mediate radical surgery we can expect a mortality 
of about 25 per cent. But if we treat the PATIENT 
and reduce the operation to a secondary considera- 
tion, then the mortality w-ll be reduced to a very 
low figure—no higher than that for any major 
operation for a patient of his age. 

There are two types of operation—enucleation 
and resection. The two operations differ in that 
an attempt is made in enucleation to remove all 
tumor tissue whereas in the resection only that 
part of the tumor obstructing the urinary passage 
is removed. Theoretically it would seem that this 
is analogous to tonsillectomy and the old obsolete 
operation with the tonsillotome in which the pro- 
jecting portion of the tonsil was removed. How- 
ever as stated before the only reason for the oper- 
ation is to open the urinary passage and, to date, 
we can not say if resection will accomplish this 
permanently as well as enucleation. Resection is 
a comparatively recent development of prostatic 
surgery and a number of years must pass before 
its true place can be established. About all that 
can be said for resection in preference to the 
older operation is that no external incision is 
necessary and the hospital stay is shortened—the 
hazard is equally as great as with the more 
thorough enucleation. 

Prostatic hypertrophy is a disease of old age, 
seldom being seen before the age of 45, most fre- 
quently in the sixth and seventh decades. In ad- 
dition to his age he is a poor surgical risk because 
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of prolonged obstruction with consequent back- 
pressure on the kidneys and resultant renal dam- 
age. These kidneys demand increased blood sup- 
ply and we frequently see a damaged cardio-vas- 
cular system as a result. Added to this is usually 
a urinary infection with marked dysuria, urgency 
and frequently. Fever is often present. In short 
there is, more often than not, a debilitated, acutely 
ill, old man in addition to the surgical problem of 
the enlarged prostate. 

The preoperative treatment has been dealt with 
by a previous speaker and consists of relief of the 
obstruction by carteter or suprapubic drainage 
which breaks the vicious circle and allows the 
body to return to as near normal as possible be- 
fore the operative procedure for removal of the 
obstruction is undertaken. Suprapubic drainage is 
performed when it; is impossible to introduce a 
catheter, or the catheter is not tolerated in the 
urethra—fever, chills, or pain. Suprapubic cysto- 
tomy can be performed under local anesthesia 
with practically no shock to the patient and with- 
out loss of bladder pressure so that gradual de- 
compression of the kidneys can be done if desired. 

Vasotomy, bilateral, is a procedure that is fre- 
quently used to prevent epididymitis which will 
occur at times on using an indwelling catheter, or 
at some time after the prostatic operation. It, of 
course, renders the patient sterile and he should 
be consulted as to his desires before it is done. 
As a preventive of epididymitis it is effective but 
as the per cent of morbidity is small, the advis- 
ability of its use is questionable. If used it should 
be performed as early as possible. 

Anesthesia is an important consideration and 
the anatomical position of the prostate allows of 
low spinal anesthesia which is ideal in these cases. 

The major operation should be postponed until 
the patient has made a maximum recovery—this 
may take a few days or several months—or if 
it should not occur, the suprapubic tube will make 
him comfortable for an indefinite period. 

The operation of enucleation may be performed 
through: a suprapubic or perineal incision, Opin- 
ion is about equally divided as to the merits of the 
two methods. The perineal enthusiasts claim a 
shorter recovery time and more accurate control 
of the operation—better vision. With these conten- 
tions I can not agree and believe the suprapubic 
route the one of choice. If a suprapubic drain- 
age has been necessary, and it should be done in 
the majority of cases requiring enucleation, then 
the removal of the prostate can be done without 
another incision. The bladder can be inspected 
much better by the suprapubic route if it is ad- 
visable and if desired the prostatic bed itself can 
be visualized and sutured. The prostate is easily 
accessible by this route especially with the assist- 
ance of two fingers in the rectum to displace the 
prostate upward and forward. Better postopera- 
tive drainage is obtainable. There is not the risk 
of producing incontinence as the sphincter region 
is not involved and the danger of rectal contamina- 
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tion is not present. These points of superiority of 
the suprapubic route, and I have used both meth- 
ods, convince me that the suprapubic operation 
should always be chosen for an enucleation. 

The actual enucleation of the prostatic tumor is 
performed entirely by the finger in the suprapubic 
operation; and by the finger, after incision of the 
capsule of the prostate, in the perineal operation. 
In the perineal operation it is also necessary to 
cut into the urethra to introduce the prostatic 
tractor, and to cut across a portion of the pros- 
tatic urethra to preserve the ejaculatory ducts. A 
point that is not always realized is that we remove 
the tumor from the prostate and do not remove 
the prostate—the latter being compressed to a thin 
shell which constitutes the surgical capsule. 

Following removal of the tumor the bladder is 
irrigated until free of blood and various methods 
for control of bleeding are instituted. The most 
frequent is the use of a distensible rubber bag 
which can be drawn down into the prostatic bed 
—Pilcher bag, etc. Other methods are packing and 
suturing and frequently irrigation of the bladder 
is all that is required as after removal of the tu- 
mor the prostatic bed contracts and stops the 
bleeding. 

The operation of prostatic resection has been 
developed in the last few years but its proper 
sphere has not yet been universally accepted. Some 
men do all prostatic operat:ons by this method while 
others reserve it for small bars and contractures. 
All are apparently agreed as to its palliative use 
in malignancy. With the modern resection appa- 
ratus it is possible to remove all obstructing tissue 
in any prostatic enlargement but the final results 
are often not everything to be desired. Small bars, 
contractures and ball valve enlargements are 
readily removed and the results are excellent. La- 
tral lobe, and even large median lobe enlargements 
are not relieved so readily. Attempts at present 
are made to remove as much of the tumor mass as 
possible and the statement has been made that 
the tumor must be removed down to the capsule 
—the man that attempts this is either a fool headed 
for trouble or else he is kidding himself into think- 
ing he is doing something he is not. Removal of all 
of the more resistant tumor tissue without cutting 
through the less resistant rectal wall is practically 
an impossibility with either the electric loop of the 
McCarthy type instrument or the sharp knife as 
used in the Thompson type. Conditions are much 
difterent from that present in an enucleation in 
which the finger easily follows the line of cleavage 
between the tumor and norma] tissues. In an enu- 
cleation the prostatic tumor bed contracts and is 
composed of tissue of normal elastic:ty but a large 
resected’ tumor leaves a hard, unyielding bed of tu- 
mor tissue and even if growth does not progress— 
which it usually does—the postoperative conditions 
are still far from normal. 

The decision as to the type of operation is often 
not left to the operator but is decided by the pa- 
tients—who consider a resection a minor procedure 











and perhaps it is as regards the immediate comfort 
of the patient—even though the end—results may 
be worse and the mortality just as high. Undoubt- 
edly many early cases of prostatic obstruction will 
submit to operation by resection that would not 
consider a prostatectomy and in which the surgeon 
would not recommend such a radical procedure at 
the time. These early cases can be resected with 
little risk as there has not been resultant kidney 
and visceral damage, 

In conclusion I would repeat that the operation 
in the usual case of prostatic obstruction should be 
a minor event in the management of the case. 
Properly managed, practically every case of urinary 
obstruction due to benign prostatic hypertrophy 
can be carried to a successful termination. 





Read before Maricopa County Medical Society, Feb., 1938. 
707 Professional Bldg., Phoenix, Ariz. 
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ADVOCATING GOVERNMENT REGULATION OF 
THE OTHER FELLOW’S BUSINESS 


A mid-western grocer and a New England mer- 
chant have been advocat’ng the socialization of 
medicine, though not of the grocer or merchant. 
Both the gentlemen have contended that doctors 
make too much money and hold that medical serv- 
ices should be given to the people tax free or else 
at most infinitesimal cost. There are very few rich 
and comparat:vely few well-to-do medical men. 
Many grocers and merchants have grown in a few 
years from poor men to millionaires; some were even 
accused of profiteering in food stuff and clothing 
during the war. The contrast between the financ‘al 
status of both grocers and mercantile dealers and 
physicians is sharp. 

The inconsistency of the present day attempt to 
socialize “the other fellow’s business’ was beau- 
tifully portrayed by Henry Swift Ives of Chicago, 
when he said: 

“A Chicago suburban village referred to as a mil- 
lionaire colony maintains a municipal electric light 
plant when not one voter in a hundred in this vil- 
lage would for a moment favor the socialization of 
his particular business.” 

“In a prosperous middle western city one of the 
leading advocates of a municipally owned traction 
line is a prosperous insurance agent, but he bitterly 
opposes socialists in their effort to force the state 
into the insurance business.” 

“A lumberman in the far west is fearful that his 
state will go into the business of manufacturing 
fruit boxes for farmers at cost, yet he advocates 
compulsory state workmen’s compensation insur- 
ance to the exclusion of private enterprise and com- 
petition.” 

“A meat packer advocates government ownership 
of the railroads but fights it for his own business. 
Numberless instances of similar inconsistencies 
could be given.” 

There is no more reason why medicine should be 
socialized than there is for the socialization of every 
other industry. People are just as much entitled to 
free groceries, free clothes, free shoes and every ne- 
cessity of life as there is for free medical attendance. 
Ill. Med. Jo. 
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TEN STEPS OF THE CANCER EXAMINATION 


Prepared by the American Socicty for the 
Control of Cancer 


The educational campaign for the prevention 
and control of cancer has as one of its major 
points of emphasis the periodic examination of 
the apparently well individual. Believing that the 
medical profession to whom the public must go 
for these examinations will welcome suggestions 
on points that should be stressed, the following 
outline of 10 steps is offered. This outline should 
be supplemented by more intensive examinations 
whenever indicated. Tissue for microscopic ex- 
amination should be secured whenever possible 
from suspected tissue. 

1. Examine the lips, tongue, cheek, tonsils and 
pharynx for persistent ulcerations; the larynx for 
hoarseness and the lungs for persistent cough. 
Whenever possible obtain roentgenograms of sus- 
pected lung conditions. 

2. Examine the skin of the face, body and 
extremities for scaly bleeding warts, black moles 
and unhealed scars. 

3. Examine every woman’s breasts for lumps 
and bleeding nipples. Use transillumination tech- 
nic whenever possible. 

4. Examine subcutaneous tissues for lumps of 
the arms, legs and body. 

5. Examine the lymph node system for en- 
largement of nodes of the neck, groin or arm pit. 

6. Investigate any symptoms of persistent in- 
digestion or difficulty in swallowing. Palpate the 
abdomen. Whenever possible obtain roentgenogra- 
phic examination of digestive tract in cases with 
susp:cious history or findings. 

7. Examine uterus for enlargement, lacera- 
tions, bleeding or new growths. Examine ovaries 
bimanually. Use the Schiller test (Lugol’s solu- 
tion) whenever possible, 

. Examine rectum and determine cause of 
any bleed.ng or pain. 

9. Examine urine microscopically for blood. 

10. Examine bones, taking radiograph of any 
bone which is the seat of boring pain, worse at 


night, or any swelling. 
—J. Mo. St. Med. Assoc. 





SMALLPOX IN THE UNITED STATES 


According to the statistical bulletin of the Metro- 
politan Life Insurance Company, the year 1937 
witnessed another rise in the incidence of small- 
pox throughout the greater part of the United 
States. Reports received during the year indicated 
11,806 cases as against 7,044 in 1936. Although 
the form of the disease now prevalent is mostly 
mild, the more deadly form might arise at any 
t.me, Indeed, such change in virulence has been 
noted in some epidemics. Curiously, smallpox is 
much more frequent in some of the less populous 
states, notably the eight Northwestern states. The 
better situation exist.ng in the more heavily popu- 
lated Eastern and Seaboard states was not always 
as good as it is now. The communities in which 
smallpox is now so relat:vely common may suffer 
a serious epidemic before the unnecessary ravages 
of the disease are stopped. The number of cases 
reported and the continued trend upward are a 
direct reflection of the percentage of unvaccinated 
among the population. 

—Jour. A. M. A. 





POLIOMYELITIS VIRUS IN HUMAN STOOLS 


James D. Trask, A. J. Vignec and John R. Paul, 
New Haven, Conn. (Journal A. M. A., July 2, 1938), 
record their experiences in testing material from 
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the intestinal tract and nasopharynx during a 
small epidemic of poliomyelitis which occurred in 
1937. They describe (1) three cases of mild abor- 
tive poliomyelitis in each of which the virus was 
recovered once from the nasopharynx and (2) an- 
other case of a similar type of illness in which 
the virus was repeatedly recovered from the stools. 
They believe that the significance of the latter 
finding lies not so much in the confirmation of 
the now established fact that poliomyelitis may es- 
cape from the human body by the intestinal route 
as in the type of case which yielded the virus from 
this site. The attacks in all cases which yielded 
the virus were mild and nonparalytic. Is is prob- 
able that some of the attacks might not have been 
regarded as examples of poliomyelitis without the 
finding of the virus. The child who showed virus 
in the stools was ill for only three or four days, 
and yet the virus persisted in the feces for at least 
24 days from the onset of his mild illness. It also 
remained viable for 10 weeks in one of his stools 
which was kept in the refrigerator. Such facts 
suggest that during an epidemic of poliomyelitis 
these common, mild and often unrecognized forms 
of the disease may be responsible for a high de- 
gree of pollution of sewage with poliomyelitis virus. 





CONCENTRATED HUMAN BLOOD SERUM AS 
A DIURETIC IN TREATMENT OF NEPHROSIS 


C. A. Aldrich, Winnetka, Ill.; Joseph Stokes Jr., 
Philadelphia; W. Price Killingsworth, Chicago, and 
Aims C. McGuinness, Philadelphia (Journal A. M. 
A., July 9, 1938), po.nt out that in six of nine pa- 
tients with typical lipoid nephrosis who were 
treated during the edematous phases with con- 
centrated (lyophile) human blood serum, complete 
and immed.ate diuresis took place. Delayed and 
incomplete diuresis occurred in one patient. In two 
patients no beneficial results were noted. Four pa- 
tients not only lost the:r edema but had normal 
urine within a few weeks of treatment and have 
remained clinically well. These encouraging but 
conflicting results suggest the need for further 
investigation as to the physiologic mechanism in- 
volved and as to the optimal dose. The patients 
with a favorable response lost weight in a way 
similar to that in which weight is lost in a spon- 
taneous renal crisis; this suggests that the process 
is in:tiated in some way by the treatment. This 
method is not completely satisfactory, as the treat- 
ment failed in three of our nine cases. The fail- 
ures may be dependent on the severity of the con- 
dition, inadequate dosage or an unknown compli- 
cating factor. The fact that four of the patients 
made a complete recovery, including the secretion 
of normal urine, supports the idea that the treat- 
ment may have init ated some unknown physiologic 
response. Similar recoveries have been observed 
by many clinicians after spontaneous renal crises. 
In fact, the urine may become permanently nor- 
mal w.thin two days of the beginning of such a 
process. The delayed and incomplete response in 
one case suggests that if more serum had been 
available the result might have been more striking. 
In the two patients who showed no perceptible 
response, there were complicat.ng factors. One pa- 
tient had severely damaged kidneys, as shown by 
the very poor results of function tests. In addition, 
the sugar and the mineral metabolism, factors of 
considerable importance in maintaining the water 
balance of the body, were severely disturbed. The 
other patient was dangerously ill with fatal pneu- 
mococcic peritonitis and sept.cemia. The mere in- 
travenous injection of a “water hungry” protein 
may explain in part the favorable responses, but 
it is probable that other factors are present which 
must be considered and investigated. 
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PURSE-STRING PUPPETRY 


The use of the WPA to influence political elec- 
tions should serve as a warning to those who urge 
further extension of governmental control over 
private enterprise. When a large proportion of the 
population is attached to the public purse-strings, 
the administration in power is enabled to wield 
an unwholesome influence over political events. 

Medicine has frequently cited the danger of po- 
litical domination among its reasons for opposi- 
tion to obligatory sickness insurance. Current at- 
tempts to influence the outcome of primaries 
through administration pressure on WPA work- 
ers prove that this is no chimera, 

There are many ways in which political dissi- 
dents on the medical panels could be made to feel 
the administrative lash. The vast amount of form- 
filing required of panel doctors provides an ever- 
present excuse for punitive action. Clerical errors 
could be made a reason for withholding pay 
checks. There are a thousand other petty devices 
by which friendly superiors could help, and hostile 
ones obstruct, insurance practitioners. 

It is not merely his political independence which 
the physician forfeits to compulsory sickness in- 
surance. As experience in Europe proves, his pro- 
fessional independence is even more directly 
threatened. Unchecked by any necessity to pay for 
service, the demands of panel patients are fre- 
quently unreasonable and excessive. Often they 
clash with administrative policy. Caught between 
two millstones, the unhappy practitigner is forced 
to subordinate his honest judgment to expediency. 
The inevitable result is a loss of professional 
morale and a drop in professional standards. 

Free from political interference, the American 
doctor has raised medical care to a level equalled 
in few countries and surpassed in none. Certainly 
no nation with compulsory sickness insurance of- 
fers its laboring classes service comparable to that 
enjoyed by the American worker. 

It would be a great pity if bureaucratic control 
were allowed to reduce the political and profes- 
sional standards of the medical profession to those 


of the WPA. 
—N. Y. St. J. Med. 





NEWS 





General 


In the huge Hall of Science at the 1939 Golden 
Gate International Exposition, San Francisco, 30 
of America’s leading research laboratories will tell 
the story of the remarkable recent progress which 
has been made in the prevention and treatment 
of disease. 

Led by such world-famous institutions as the 
Mayo Clinic, the Jackson Clinic, the American 
Medical Association, and the American Society 
for the Control of Cancer, these laboratories will 
present a dramatic picture of the latest advances 
in medicine and its related fields. The exhibit 
plans will also have the cooperation of the coun- 
try’s leading universities, notably the’ University 
of California, Stanford University, the California 
Institute of Technology, University of Southern 
California, Harvard University, University of Ore- 
gon, and the University of Washington. 
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‘From the viewpoint of the layman, the medical 
exhibits of the San Francisco Fair will show how 
the application of precautionary measures can 
help prevent the inception of disease and the 
spread of infection. Every field of medicine is 
being drafted to help carry out this ambitious 
program. 





The American Association for the Study of Goi- 
ter, pursuant to its accepted invitation and to cor- 
respondence with the honorary presidents and 
attending members of the First and Second Inter- 
national Goiter Conferences, announces that the 
Third International Goiter Conference is to con- 
vene in the city of Washington, District of Colum- 
bia, U. S A., September 12 to 14, 1938. 

The official language of the conference shall 
be English, Interpreters will be furnished for pa- 
pers read in other languages. 

For further information concerning the con- 
ference, communicate with the officers of The 
American Association for the Study of Goiter or 
the chairman of the program committee, Allen 
Graham, M. D., 2020 East 93 street, Cleveland, 
Ohio. 





The 17th annual scientific and clinical session 
of the American Congress of Physical Therapy 
will be held cooperatively with the 22nd annual 
convention of the American Occupational Therapy 
Association, September 12, 13, 14, and 15, 1938, 
at the Palmer House, Chicago. Preceding these 
sessions, the congress will conduct an intensive in- 
struction seminar in physical therapy for physi- 
cians and technicians—September 7, 8, 9, and 10. 

The convention proper will have numerous spe- 
cial program features, a variety of papers and ad- 
dresses, clinical conferences, round table talks, and 
extensive scientific and technical exhibits. 

The instruction seminar should prove of interest 
to everyone interested in the fundamentals and in 
the newer advances in physical therapy. The fac- 
ulty will be comprised of experienced teachers and 
clinicians; every subject in the physical therapy 
field will be covered. Information concerning the 
convention and the instruction seminar may be 
obtained by addressing: The American Congress 
of Physical Therapy, 30 North Michigan Avenue, 
Chicago . 





The 23rd annual meeting of the American Asso- 
ciation of Railway Surgeons will be held at the 
Palmer House, September 19th to 23rd, 1938. 

This association includes members in practically 
every railroad company in the United States, as 
well as the separate group organizations, em- 
bracing railroad surgeons of the New York Cen- 
tral System; Southern Railway; Atlantic & West 
Point R. R.; Western Ry. of Alabama; Illinois 
Central System; Chicago Milwaukee, St. Paul & 
Pacific R. R.; Rock Island Lines; Chicago, Burling- 


(Continued on page 332) 
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Control of Syphilis! 


| A most important factor in the diagnosis and control of 
syphilis is reliable blood, darkfield, and spinal fluid exam- 


inations. 


We run daily Wassermann (Kolmer modification) and 


Kahn tests. 


Results are sent the referring physician by wire (at our 
expense) when requested to save time. 


A supply of Keidel tubes for blood withdrawal, in mailing 
containers, sent cheerfully on request. 


Wassermann $3.00 





Wassermann and Kahn $5.00 


Turner’s Clinical & X-Ray Laboratories 
First National Bank Building 
EL PASO, TEXAS 
GEORGE TURNER, M. D. DELPHIN von BRIESEN, M. D. 



































GENERAL NEWS 
(Continued from page 330) 


ton & Quincy R. R.; Chicago and Northwestern 
R. R.; the Georgia Railway and other road asso- 
ciations. 

An extremely interesting and highly profitable 
program has been arranged and all physicians 
and surgeons are invited to attend the sessions of 
this meeting as guests of the organization. There 
will be no registration fee to M. D. non-member 
guests. 

In addition to the scientific exhibits, a technical 
show will be held, including the presentation of 
new equipment, advanced types of therapy, new 
pharmaceutical and biological products and the 
latest techniques in many branches of the pro- 
fession, 

Complete program and information regarding 
the meeting and the exhibits may be secured by 
addressing Mr. A. G. Park, Convention Manager, 
The American Association of Railway Surgeons, 
Palmer House, Chicago, Illinois. 





Written examinations for certification by the 
American Board of Internal Medicine will be held 
in various parts of the United States on Monday, 
October 17, 1938, and on Monday, February 20, 
1939. 

Formal application must be received by the sec- 
retary before September 15, 1938, for the October 
1938 examination, and on or before January 1 for 
the February 1939 examination, 

Application forms may be obtained from Wil- 
liam S. Middleton, M. D., Secretary-Treasurer, 
1301 University Avenue, Madison, Wisconsin, U.S.A. 





, El Paso County 


At a special meeting of the staff of the City- 
County Hospital, August 2, plans were submitted 
for the new isolaticn hospital which is to be built 
by the county on the present campus of the City- 
County Hospital. The cost of the project will be 
around $50,000.00, to be financed in part by PWA 
funds. The unit will provide modern isolation fa- 
cilities for 40 patients. It will be air-conditioned 
by a unique duct system carried to each room. 
Sterilization of dishes, linens, clothing and mat- 
tresses is provided for. The hospital will be built 
in a modified Spanish style of one story. Pro- 
vision is to be made for the care of private patients. 
This was made necessary because of the refusal 
of private hospitals in the city to accept con- 
tag-ous diseases. One department is set aside for 
the care of patients with poliomyelitis. Here will be 
located’ the Drinker respirator, which has been 
kept in the main hospital. An increase in the 
nursing staff is provided in the next annual bud- 
get. It is hoped to begin construction on the new 
isolation hosp:tal this autumn. Its administration 
will be by the present superintendent of the City- 
County Hospital, Dr. A. H. Butler. The committee 
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in charge of this project is composed of Dr. Ar- 
thur Black, chairman, and Drs. I. M. Epstein and 
T. J. McCamant. 
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Sir: 

This was written years ago. I just recently dug 
it up. It was not written for publication but I be- 
lieve it is good enough. 

Think you are doing well with Southwestern 


Medicine. Congratulations. 
Sincerely, 


Orville Harry Brown, M. D. 


“LETTER FROM A PHYSICIAN TO A 
PATIENT (PSYCHIATRIC)” 

As we are about to part, for a time at least, | 
desire to leave certain thoughts with you. 

1. Your power of reasoning is adequate, much 
above the average in many respects. All you need 
to do is to use all the ability God endowed you 
with in this direction. 

2. You must admit that your mind is sus- 
ceptible — unduly susceptible—to suggestive in- 
fluences and that you sometimes let ideas good 
or bad influence you to too great an extent. You 
can prevent this and you must. Make your ideas 
work for you as well as you for them. 

3. Any of us, no matter how cool headed, can 
have tangential cerebration. Such remains mainly 
however for the genius. It is a jact too that most 
tangential ideas even of an accepted genius are 
not pregnant with results. Avoid the tangential 
ideas. 

4. Forget the sting of the past few weeks. One 
can, if he wills it hard enough, forget just the 
same as he can remember. 

5. No more guns in any manner, shape or form! 

6. Keep only sweet thoughts of as sweet a fam- 
ily as any man ever had and remember that any 
woman is all but an angel who wifes’ any man. 

7. Have every diseased tooth out of your head 
and in due time the tonsils removed and do not 
allow any illness no matter how minor to go with- 
out the best medical attention you can get. 

8. Be earnest in your work, but also be mode- 
rate; eight hours except for exceptions, are enough 
for any man. 

9. Avoid coffee, or any drug or food to excess 

10. Steer clear of any act or statement that 
might be interpreted as egotism. No man is so 
good in any line or endeavor but what someone 
may be better; even if he is the best, it is well 
not to be too sure of it. 

This point does not prominently apply to you 

11. Make good with your work and do not al- 
low any little thing as the personality of another 
to interfere. 

12. Avoid holding resentment against anybody. 


August, 1938 
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14. Fight despondency. Every man has obsta- 
cles to surmount which at times seem unsurmount- 
able. God gave us these obstacles to train us into 
bigger, better, men. 

15. Large ships float on even keels, and if iit- 
tle ships grew into big ships, little ships would 
flounder and flounder in every storm until they 
had grown into large ships. Large men are made 
from little men and little men from boys. Large 
men almost invariably have poise, poise in action, 
poise in thought, and they acquired this poise al- 
most invariably because they tried and strove to 
acquire it. 

You must recognize that you are lacking some- 
what in the poise of some of your ideas and ac- 
tions, and that you shall have to strive, and strive 
hard, to acquire this poise. 





Sir: 
I thought you might be interested in reading 
this expression of appreciation from “Down East.” 
I told them they should consult you about the 
use of my article, but as far as I was concerned 
I would be glad to have them use it and thought 
that you would too. Very sincerely, 


Dear Doctor Yount: C. E. Yount, M. D. 

Your article on “First Aid Mindedness in the 
Treatment of Fractures” is excellent and much 
appreciated. I could place half a dozen copies 
where they will do some real good. If you can use 
more of the “Call An Ambulance” folders, which 
I am enclosing, I will send them to you. I have 
very few copies of the article from “Time” but I 
am informed that “Time” has released any copy- 
right privilege, so that anyone who can afford it 
can have this article reproduced ad lib. 

I should be pleased to keep in touch with your 
activities in Arizona. In our state it seems almost 
impossible to get coordinated action due to the 
lack of “jirst aid mindedness,” which you are so 
well advocating. Here we are trying to get every 
ambulance equipped with our standard emergency 
splints and the personnel trained to use them, 
whereupon, if that day ever arrives, we hope to 
open a campaign of publicity, so that the laity will 
invariably call an ambulance when confronted 
with an accident. It takes a tremendous amount 
of time and is very discouraging, nevertheless, we 
keep pounding away, and the knowledge of what is 
going on in other states is oftentimes most helpful. 

I would like to submit your article to the Con- 
necticut Medical Journal and ask them to publish 
it as an aid to our work. Do you object? May I 
have a few more copies? It would go well even in 
the newspapers. 

Thank you very much for sending me the re- 
print. Yours very truly, 

R. M. Yergason, M. D. 
Secretary 
Conn. Fracture Committee 
American Coll, Surgeons 
(Continued on page 334) 
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NE 


By Frank J. Schwentker 


The other day | was talking with a Phoenix 
businessman who has been acting as Executor 
of the estate of a former associate. He was 
complaining bitterly about his difficulties in 
converting assets of the estate into cash to 
pay debts, Federal and Arizona Estate Taxes, 
and to meet other administration expenses. Of 
major interest was his remark that this estate 
would be worth 30% more to the family if 
adequate cash had been available. 


Trust officers and attorneys with much ex- 
perience in settling estates recognize the ad- 
vantage of adequate cash to pay taxes and other 
necessary costs. This is particularly true dur- 
ing periods of depression when the conversion 
of assets into cash on the basis of depression 
values frequently leads to a shrinkage as high 
as 75% or 80% and in some instances even 
more. 


Most men devote a lifetime of effort toward 
the accumulation of an estate and yet so many 
overlook providing adequate cash to assure that 
their full estate may be conserved for the bene- 
fit of their families. Life insurance, which 
matures according to need rather than date, 
is recognized as the logical method of making 
this provision. The premiums are paid out of 
income and the necessary cash is immediately 
availabie without the sacrifice of principal. 


Our underwriters are well trained in estate 
conservation work. 


The F. B. Schwentker Agency, 
711 Title & Trust Building, 
Phoenix, Arizona 


The Schwentker-Bruce Agency, 
915 Mills Building, 
El Paso, Texas 
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Sir: 

I have received a copy of Southwestern Medicine 
containing the article which I gave before the last 
annual meeting on “The Management of Serious 
Cases of Craniocerebral Injur‘es.” May I call your 
attention to one error in the article which I fear 
might lead to serious results, and should be cor- 
rected in such a way that there would be no chance 
of the correction not being generally seen. I refer 
to the thirty-second line page 228 under the head- 
ing of “Special Procedures” in which it is stated 
that intravenous glucose, or glucose, might be used 
as a hypertonic. The amount stated in the article 
is 300 c. c. of 50% solution, whereas the safe 
amount is 100 c. c.. Using the larger amount might 
lead to disastrous results, especially if it were given 
more than once or twice in some cases. I hope that 
this correction can be made so that no one need 
suffer because of this mistake. I do not know how 
that error escaped my attention—I would have 
detected it had there been an opportunity to check 
the proof. I am sorry. 

I wish to commend you for the manner in which 
your Journal is gotten up. It shows the careful 
work which has been put into its publication. 


Very sincerely yours, 

HENRY FORD HOSPITAL 
ALBERT S. CRAWFORD, M. D.., 
Surgeon-in-Charge, 

Division o,; Neurological Surgery 








AUXILIARY NEWS 





El Paso 


Mrs. Frank O. Barrett, new president of the 
Auxiliary to the El Paso County Medical Associa- 
tion, has announced chairmen of committees for 
the year. 

They follow: General health and program, Mrs. 
H. H,. Varner; public relations, Mrs. Branch Craige; 
child welfare, Mrs. Russell Holt and Mrs. Louis 
Breck; vital statistics, Mrs. Paul Rigney; weed 
eradication, Mrs. J. A. Rawlings and Mrs. B. F. 
Stevens; musical education, Mrs. Paul McChesney; 
“Hygeia”, Mrs. E. G. Causey; social, Mrs. George 
Turner and Mrs. George M. Edwards; courtesy. 
Mrs. Felix P. Miller; music, Mrs. I. M. Epstein; 
telephone, Mrs. J. Travis Bennett; year book, Mrs. 
J. Leighton Green and Mrs, Henry T. Safford, Jr.; 
publicity. Mrs. Arthur P. Black; historian, Mrs. 
Gerald H. Jordan; parliamentarain, Mrs. Hugh 
Shannon; ways and means, Mrs. J. Rogde; re- 
search, Mrs. J. Mott Rawlings. 
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BOOK NOTES 





—SYMPTOMS OF VISCERAL DISEASE. By Francis M. Pot- 
terger. Price $5.00. The C. V. Mosby Co., Louis, 1938. 


In this new edition of visceral neurology which 
was first published in 1919, the author has revised 
the text in an effort to bring it up-to-date. The 
book consists of 442 pages divided into 35 chap- 
ters. The subject matter is arranged in three parts 
covering the anatomy and physiology of the vege- 
tative nervous system, the relationship between 
this system and the symptoms of visceral disease, 
and finally separate chapters dealing with the 
innervation of all the important viscera including 
discussion of established viscerogenic reflexes. in 
their relation to clinical symptomotology. 

While this book is written from a clinical view- 
point with emphasis on the importance of rec- 
ognizing the common syndromes of vegetative 
orgin, it would have been a more useful text had 
the author condensed his presentation of it. There 
is so much repetition in almost every chapter that 
access to the factual information which the book 
really contains is seriously jeopardized. One would 
also expect to find a more detailed discussion 
of the newer findings in bio-chemistry as pertain- 
ing to sympathetic and endocrine function than is 
given in the descriptions of the various viscero- 
genic reflexes. 

The author is to be complimented on the ex- 
cellent selection of references given which adds to 
the value of the book. As a reference text on the 
subject the book is recommended—not only be- 
cause it represents a pioneer presentation in a 
new field of medicine—but for its intrinsic merit 
as a Clinical treatise on vegetative corrections. 

P. E. Me C. 





THE SCIENCE OF SEEING. By Matthew Luckiesh. D. SC,, 
D. E Director, Lighting Research Laboratory, General Electric 
Company, Nela Park, Cleveland. and Frank K. Moss, E. E., Phy- 
Sicist, Lighting Research Laboratory. Second edition. Cloth. 
Pp. 548 with illustrations. New York. D. Van Nostrand Com- 
pany, Inc., 1938. 

It has been said that ophthalmology is the most 
exact branch of medical science. The perceiving 
oculist can learn much from this volume, written 
by pure-scientists in fields relating to seeing that 
are not stressed in texts by the surgeons. The 
wealth of detail regarding visibility, light, how ob- 
jects are seen, visual thresholds, spectral quality 
of light and visual sensory processes is amazing 
in its completeness. The authors have performed 
a prodigious amount of hard work in classifying 
their exper:mental data and bringing it to publi- 
cation. This is one of the most thought-stimu- 
lating works we have ever read. 

—Ss 
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MATERIA MEDICA: DRUG ADMINISTRATION AND PRE- 
SCRIPTION WRITING. By Oscar W. Bethea, M.D., Ph. M., 
F.C.8.. FP. A.C. P. Professor of Clinical Medicine, Tulane School 
of Medicine; Professor of Therapeutics, Tulane School of Medi- 
cine; Senior Physician, Southern Baptist Hospital (New Crleans : 
Senior Visiting Physician, Charity Hospital of Louisiana; Member 
Revision Committee, U.S. Pharmacopoeia, Etc. Fifth Edition. 
Cloth. Price $5.00. Pp. 577. Philadelohia: F. A. Davis Company, 
Publishers. 1938. 

Many practitioners today were studying this 
book only yesterday. Those fortunate men would 
der ve much pleasure now from using this book 
as a desk reference in reviewing the action and 
dosage of drugs in common and rare use. 

With the development of the commercial era 
in America it has become increasingly the prac- 
tice to prescribe ready made mixtures put up in 
attractive fashion by the pharmaceutical houses. 
Such does not impress most patients; in fact, it 
often leads to self-prescribing, besides being some- 
what more costly to the patient. A review of the 
art of prescription writing would serve most of us 
well. 

The text of this new fifth edition conforms with 
that of the U. S. P. XI and N. F. VI. It should be 
one of the more useful books in the practitioner’s 


library — % 





A TEXTBOOK OF GYNECOLOGY: By Arthur Hale Curtis, 
M. D., Professor and Chairman of the Department of Obstetrics 
and Gynecology, Northwestern University Medical School; Chief 
of the Gynecological Service. Passavant Memorial Hospital, Chi- 
cago, Illinois. Third Edition. Reset. 603 pages with 318 illustra- 
tions. Philadeiphia and London: W. B. Saunders Company, 1938. 
Cloth. $7.00 net. 

This up to the minute text by Dr. Curtis is one 
of the f:nest single volume works on Gynecology 
I have ever read, If you are a phys:cian or sur- 
geon who believes that his library is complete, my 
advice is to look again. I have Curtis’ three volume 
work on Obstetrics and Gynecology, as well as 
five other late books, but this new text is a revela- 
tion. It contains over 600 pages of the most con- 
cise and clearly presented material, with over 300 
excellent illustrations, covering anatomy, embryo- 
logy, physiology, pathology and treatment. 

The chapters on anatomy are given from the 
gynecological viewpoint, and here as elsewhere in 
the book the clear illustrations add measureably 
to the value of the book. 

The work on endocrinology with its interrela- 
tionship with menstruation and genitalia is well 
handled. 

The chapters on gonorrheal disease of the fe- 
male genitalia take up in detail the pathology 
and treatment of this disease throughout its wide- 
spread complications. On observing the work of 
many physicians I believe the following state- 
ments will give cause for thought. 

“Complete hysterectomy has become the pro- 
cedure of choice in the majority of cases.” 

“Preservation of the ovaries appears desirable 
unless they are rather badly cr:ppled or the cir- 
culation is impaired. If one ovary must be sacri- 
ficed, it is inadvisable to resect a major portion of 


(Continued on page 336) 
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in the dry climate. 
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A Protestant Christian home for the pro- 
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BOOK NOTES 
(Continued from page 335) 


the remaining one; complete removal is prefer- 
able. Many times I have been consulted by patients 
who have suffered for years with partial meno- 
pause—a spark of sex vigor being kept alive by a 
fragment of ovary. Removal precipitates the cli- 
macterium and brings relief.” Dr. Curtis gives his 
reasons for these procedures. 


The complete field of gynecology is well pre- 
sented with a discussion of X-ray and radium 
therapy as well as carefully detailed and illustra- 
ted surgical procedures in all types of cases. 

The book must be examined to be appreciated. 
It is most highly recommended for a place in every 
medical library. 

—Wm. J. P. 





THE MEDICOLEGAL ASPECTS OF THE RUXTON CASE: By 
John Glaister, M. D., D. Sc., Barrister-at-Law. Regius Professor 
of Forensic Medicine. University of Glasgow, and James Couper 
Brash, M.A., M.D., F.R.C.S., Ed., Professor of Anatomy. Uni- 
versity of Edinburgh. Cloth, 284 pages, 174 illustrations, $6.00. 
William Wood & Co.. Baltimore. Md. 


In the autumn of 1935 scattered portions of 
corpses were found along the banks of a little 
stream in Scotland. Thus began one of the most 
bizarre cases in medico-legal history. Scottish po- 
lice called in help from the faculty of the Univer- 
sity of Edinburgh. Together these agencies then 
proceeded to a remarkable solution of what turned 
out to be a most brutal crime. Following the hang- 
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ing of the guilty man the Edinburgh professors 
reviewed the case in all its horrid aspects and 
published their work. 

To one interested in forensic medicine this vol- 
ume presents a most complete scientific study of 
a mystifying criminal act. How the corpses were 
identified by anatomic and chemical measure- 
ments makes a fascinating study. The devastating 
thoroughness with which each step in the identifi- 
cation was taken provides the reader with a nar- 
rative unparalleled in the history of crime solu- 
tion. The book could well serve as an authoritative 
guide to any crime detection agency hereafter con- 
fronted with a problem similar to that narrated 
in this book. Unconscicusly the authors have given 
a glowing tribute to Scottish agents of the law. 

This book will probably not attain wide circu- 
lation, which is unfortunate, for here is an ex- 
position of the terrible intelligence which can be 
put at the disposal of law enforcement agencies 
should the occasion arise. 

—S. 





THE VITAMINS AND THEIR CLINICAL APPLICATION: By 
Prof. W. Stepp, Docent Kuhnau. Dr. H. Schroeder and H. A. H. 
Bouman, M.D., translator. The Wisconsin Cueno Press, Inc. Price 
$4.50. 


This enlightening manual on Vitamins has re- 
cently been translated by H. A. H. Bouman, M.D., 
of Minneapolis, Minnesota, and should be of in- 
terest to every physician who wants to understand 
the use of vitamins in his daily practice. 
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Specific ORAL-POLLEN Extracts 
For SEASONAL, Pre-Seasonal and Perennial treatment of 
your HAY-FEVER and ASTHMA patients 


Hypodermic-Pollen Extract sets are also available 
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Adreno- Mist 


(1:100 Epinephrine) 
An INHALANT for Relief of Asthma 


Does not produce nervousness or tachycardia 
Adreno-Mist, 8 c.c (% oz.)—All Glass Nebulizers 


Available through your local pharmacist. 


Allergy Research Laboratories, Inc, 
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Practically no other branch of research has sur- 
vived such tempestuous development as has vita- 
minology. The advantage of being able to work 
with pure substances is very evident and the busy 
physician in general or hospital practice may now 
through this manual inform himself in vita- 
minology by means of its lucid practical presenta- 
tion. 


The manual takes up each of the known vita- 
mins separately, giving its history, chemistry, de- 
termination. occurrence, manifestations, absorp- 
tion, clinical application, physiology, preparation 
and dosage. 

Valuable information is given in the chapters on 
Terminology of the Vitamins, Vitamins and Human 
Nutrition and The Daily Vitamin Requirements 
for Man. Extremely helpful is the extensive bibli- 
ography given for each of the vitamins. 





SUMMER-TIME USE OF OLEUM 
PERCOMORPHUM 

During the hot weather, when fat tolerance is 
lowest, many physicians have found it a success- 
ful practice to transfer cod liver oil patients to 
oleum percomorphum. 

Due to its negligible oil content and its small 
dosage, this product does not upset the digestion, 
so that even the most squeamish patient can 
“stomach” it without protest. 

There are at least two facts that strongly in- 
dicate the reasonableness of the above suggestion: 


fle pect’! piceaita! 








El Paso Herald-Post. 
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(1) In prematures, to whom cod liver oil cannot 
be given in sufficient dosage without serious di- 
gestive upset, oleum percomorphum is the anti- 
ricketic agent of choice. (2) In Florida, Arizona 
and New Mexico, where an unusually high per- 
centage of sunshine prevails at all seasons, oleum 
percomorphum continues increasingly in demand, 
as physicians realize that sunshine alone does not 
always prevent or cure rickets. 


Mead Johnson & Company, Evansville, Indiana, 
invite you to send for samples of Oleum perco- 
morphum for clinical use during the summer 
months to replace cod liver oil. 


poe. 
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